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MENTAL HEALTH 


Editorial 


AFTER-CARE OR TREATMENT ? 


It was not to be expected that the introduction 
of the National Health Service on July Sth, 1948, 
would occur without some teething troubles; 
many of these are now passing but one problem 
still remains as a cause for some anxiety, in 
particular to the workers of the National 
Association for Mental Health; this is the 
danger that a patient who requires help may fall 
into the gap created by the Act between treat- 
ment—the responsibility of the Regional Hos- 
pital Boards (aided where they exist by the 
Teaching Hospitals)—and. after-care—that of 
the Local Health Authorities. Another danger 
which will, of course, seem the more grave to 
those who believe that patients are ‘* best left 
alone’’ is the converse; it is possible that 
representatives of two authorities may enter into 
a sort of ‘‘ pull devil, pull baker ’’ tug-of-war for 
the possession of the patient’s mind. The presence 
of social workers of a third class—the voluntary 
organizations—further complicates the issue. 

Naturally it is theoretically possible to decide 
from the interpretation of the Act whether any 
particular case is receiving, or is in need of, 
after-care or treatment. Unfortunately the 
practice is less easy than the theory, and many 
workers in the field are in fact in doubt; which 
can lead to a multiplication of their work, to 
friction between authorities, or to delay in 
dealing-with the patient. 

To meet this difficulty, several proposals can 
be suggested; first, that there should be a 
clearer definition of the matter, by those 
responsible for drafting the Act, in terms which 
the ordinary social worker can understand (and 
remember)—and perhaps this is already on the 
way. Secondly, even then it is still essential 
that there must be the closest possible co-opera- 
tion between all workers in the field; its form 
must be worked out by those concerned in each 
area and modified to meet the local conditions; 
it should certainly not be imposed from any 
higher level as a rigid plan. The arrangements 
made will obviously vary according to the 
number of workers already employed, and the 
relative strength of the Regional Board repre- 
sentatives (that is the Hospital Management 
Committees of the mental hospitals), of the 
local health authorities and of the voluntary 
bodies. We publish in this issue excellent 


suggestions by Dr. Ratcliffe and Miss Jones 
of the shape arrangements can take; this will be 
read with interest by all. 

A problem which frequently arises is that of 
deciding which social worker shall visit a 
patient after discharge from a mental hospital. 
Even had there been no difficulty in under- 
standing the Act on its ruling of the respective 
responsibilities here, close contact between all 
concerned would still be essential; for it is 
obvious that whatever the arrangements, excep- 
tions must often be made on behalf of the 
welfare of the patient—for the benefit of whom 
it is to be remembered the Act was devised. 
Consequently, it may well happen that a social 
worker who has got into excellent touch with 
a patient in hospital will be required to continue 
to visit him after he has ceased to receive 
treatment, and when he is therefore theoretically 
no longer her responsibility. Conversely, a 
social worker who has done much for a patient 
before admission may reasonably expect to be 
allowed to visit him in hospital, and will take 
him over again at once on discharge. 

Once the patient’s interests have been con- 
sidered in this way, it must also be asked what 
particular skill is demanded of the individual 
worker. With the present shortage of fully 
trained psychiatric social workers we can afford 
no wastage of skill and if any work can be 
delegated to less highly trained workers, it 
surely must be done. This again indicates the 
need for the closest co-operation all round. 

It is therefore all the more unfortunate that 
in some places the contact between the various 
groups of social workers is not as close as it 
might be. There are, of course, notable and 
honourable exceptions. It would help to have 
more joint meetings to discuss clinical and 
administrative problems and to find that on the 
other side of the fence people are working to the 
same end, and not merely for their own aggran- 
disement. It may be a sign of the times—when 
an Empire is changing its shape—that individuals 
and authorities are suspicious of any appearance 
of Empire building by each other; surely there 
is enough building of the Mental Health 
Services required for any would-be builder to 
add a few bricks, rather than to pull his neigh-- 
bour’s buildings to pieces. 
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Training and Scope of the Psychiatric Social 
Worker in Relation to Adults II 


The following contributions to a discussion at a meeting of the Royal Medico-Psychological 
Association in July 1948, are published by kind permission of the Editor of the ‘* Journal of 
Mental Science’’. An address by Dr. J. B. Lewis, given at the same meeting, was published 


in our last issue.-—ED. 


By ROBINA S. ADDIS 
Regional Representative (Region 12), National Association for Mental Health 


It would be logical to begin with the scope of 
the psychiatric social worker, as training must 
be designed to fit her for her function, but if we 
are to discuss what is and what ought to be, 
it will be easier to start with a brief outline of 
training as it exists, and then to indicate by a 
description of the scope of the work, the 
principles and aims which should shape that 
training. 

_ The concept of psychiatric social work was 

accepted from the United States and introduced 
into this country in 1929. The Mental Health 
Course was then founded at the London School 
of Economics, recently similar training has been 
started at Edinburgh and Manchester, and over 
400 students in all have qualified. 

The training is designed to fit a social worker 
who has specialized in mental health to function 
as a unit in a psychiatric team, either dealing 
with children or adults. Her position is usually 
clear in Child Guidance Clinics, which from the 
start were designed on a team-work pattern, 
though this is occasionally threatened by lack 
of staff, or because the members have not had a 
Child Guidance training. Many adult clinics 
have not this same definite pattern and, even 
where they employ a psychiatric social worker, 
do not fully exploit her role. 

The lines on which the training is run indicate 
the function for which the psychiatric social 
worker is prepared. A candidate for the 
Mental Health course is expected to have a 
Social Science certificate (usually a two years’ 
university course of theory and practical work), 
or a degree followed by appropriate experience. 
Before starting her specialist course, it is prefer- 
red that the student should have an additional 
period of practical training such as family case 
work. At one time it was suggested that a 
period of five years’ relevant experience was 


advisable, and this still seems the ideal, as it 
would also mean that the student should be 
at least 25 years old when entering the Mental 
Health course, an age when a certain maturity 
should have been reached. The present mini- 
mum age is 22, but the average age on entry 
is 29 or 30. 

The right personality is obviously all-impor- 
tant in this profession, and students are selected 
after individual interviews with the Tutor of the 
course, a psychiatrist and a psychiatric social 
worker, and recommendations are made by 
the particular college or university. During 
the training the personal development of the 
student in relation to her professional work, is 
the concern of her tutor and of her supervisor 
of case work. Qualifying depends on satis- 
factory case work as well as on passing the 
written examination. Theoretical courses occupy 
two days a week and cover individual develop- 
ment from childhood to maturity, adult and 
child psychiatry as well as social services and 
legislation. The rest of the week is given to 
supervised case work at a Child Guidance 
Clinic and at a psychiatric hospital. 

For most students the training involves 
personal adjustment in themselves, and reflec- 
tions of every symptom and possibility of 
disorder may be found. We have to learn how 
to give help, yet economize our resources, how 
to tolerate anxiety and frustration in our work. 
Apart from anything else this takes time, so 
that the training period cannot well be cut 
down. The grave shortage of psychiatric 
social workers has led some to suggest that 
Health Visitors should be given.a two weeks’ 
course to fit them for the work, or that trans- 
ferred Relieving Officers could spare for training 
a day a week for a month or two to enable 
them to take over the function. We regard 
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this as impossible, however excellent the quality 
of the candidate, for reasons which I hope will 
be clear by the end of the paper. 

The specialized nature of the training had 
been emphasized because the psychiatric social 
worker has a unique function, complementary 
to the psychiatrist’s but distinct. Her work is 
to help the patient and his family by every means 
available; her sphere includes prevention, 
adjustments in the individual and in his environ- 
ment. Throughout she works in consultation 
with the doctor and in particular gives support 
to the patient and his family during treatment, 
and she also undertakes after-care. 

Her material is the patient in his social setting, 
so that she is concerned with the effect of his 
illness on his environment as well as studying 
factors in the environment affecting his illness. 
Though mental health problems are her special- 
ity, she needs a broad basis of social work 
knowledge to enable her to help the patient to 
make full use of opportunities for treatment, 
recreation and social contacts, suitable openings 
in employment, and of the social services 
(nowadays a highly complicated matter). Good 
co-operation with official bodies and social 
agencies is necessary for the smooth working 
of psychiatric social services, and any specialist 
who neglects this is undermining her own 
speciality. 

The psychiatrist may claim that he, too, sees 
the patient against his background and that his 
diagnosis and treatment are based on a know- 
ledge of factors in the environment. I would 
suggest that in the intricate interplay between 
internal and external forces which make up an 
individual’s experience, the psychiatrist is 
primarily concerned with the factors working 
from within outwards, though of course he 
will want to know all he can about the effect of 
exterior factors, and indeed cannot entirely 
divorce the internal from the external. The 
psychiatric social worker’s approach is in the 
opposite sense—from the outer factors, though 
again her focus is on their effect on the indivi- 
dual. Between the two partners in the team a 
complete picture should be built up of the 
patient. 

It is sometimes suggested that if only the 
psychiatrist had time and could carry out all 
the interviews and home visiting himself, this 
would be an ideal state of affairs. Far be it 


from me to discourage any psychiatrist from 
the illuminating experience of home visiting, 
but to suggest that the psychiatric social 
worker should merely fetch and carry for him 


is to my mind a fundamental misunderstanding 
of her function. 

Take, for instance, the collecting of a social 
history. In most cases the psychiatrist will 
require a full history of the illness, an account 
of the patient’s past experience and personality, 
and a description of the family and work 
situation. If he collects this himself it will be 
seen from his focus of interest which is from 
within the patient, radiating outwards. A 
young man is being treated for ‘* blackouts ” 
in which he wanders for several days and 
commits irresponsible acts. He tells the doctor 
of his sheltered life until war service, his dominat- 
ing mother and elder sister, the social restrictions 
of the superior suburb where they live and the 
disgrace he felt when turned down for a com- 
mission in the Air Force. The sister also sees 
the doctor, gives details of her brother’s career 
and reveals the sacrifices which she has willingly 
made for the only boy. The doctor gets a 
picture of the way the patient has felt, the 
restriction and emotional demands made on 
him, and realizes that the family setting is 
something to which the patient has to adjust 
his personality, and treatment will be directed 
towards that end. 

The psychiatric social worker gets the same 
story from the mother and sister but sees it 
from another angle. The mother, bored with a 
mediocre husband, has set all her frustrated 
ambitions on her son. She tries to buy a res- 
ponse from him by gifts and sheltering him 
from the consequences of his misdeeds. The 
patient’s sister, twelve years older, has adopted 
the same attitude and had willingly resigned her 
chance of training for a profession so that he 
might have every advantage of education. She 
shows a certain satisfaction that he steals from 
her as well as from the mother. The psychiatric 
social worker’s task then lies in trying to 
modify their attitude towards the patient, and 
in attempting to find constructive outlets for 
him in the environment. She has not merely 
listened to the family but has entered into the 
dynamics of the situation. Adjustments in 


their attitudes and in the environment will be, 


her contribution to treatment. 

This is the answer to the suggestion that any 
social worker can present the history and give 
a complete survey of the facts. The facts may 
be significant, but it is what the actors in the 
drama feel about them, and the action and 
reaction during the telling, which count for the 
psychiatric social worker, and this must be 
her own affair. Getting a picture of the problem 
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and its origins, and building up the back- 
ground, cannot be separated from her case-work 
which begins at her first contact. 

The psychiatric social worker, then, works 
through her relationship with the patient and 
with others in his environment. She is aware 
that asking for help involves the patient or his 
family in reactions of dependence or resentment 
which must be tackled. Some will make 
excessive demands for sympathy and advice 
and it is part of her skill not to allow them to 
infringe on the claims of others and yet give 
the sufferer confidence that his real need is 
understood. Mere rebuff will only increase his 
grievance against the world. This balance of 
restrained help is peculiarly the psychiatric 
social worker’s problem, since her work is not 
confined to clinic sessions, but she is free to give 
or withhold the favour of visits or to vary the 
length of interviews. Her judgment and integ- 
rity of purpose must be reinforced by profes- 
sional skill. 

Another patient who finds himself bound to 
ask for assistance will fight like a trapped 
animal against the helping hand. He accuses 


the psychiatric social worker of inaction, 


incapacity or even conspiracy. Provided he is 
still accessible to reason, she may have to face 
him with his attitude and bring him to see that 
he is repéating a situation, perhaps an early 
family one,, which is connected with his present 
difficulties. ' 

The psychiatric social worker knows that the 
removal of obstacles to a patient’s understanding 
himself, i.e. understanding his own powers and 
limitations, cannot be achieved on an intellectual 
level alone. A woman patient complained of 
sleeplessness and worry, makes heavy weather 
of her household duties, and bitterly contrasts 
her present family drudgery with her successful 
business career before marriage. In talking 
over possible adjustments of her routine, she 
showed resentment not merely at the change of 
a well-paid job for the housewife’s ‘‘ twenty- 
four-hour day ”’ as she calls it, but a resistance 
to the role of wife and mother. On linking up 
the present situation with her own life as a child, 
she released emotion and began to see things 
in proportion. She went through a period of 
making excessive demands on the psychiatric 
social worker and, when this was tackled, 
broke off her visits. Back she came again at 
the steadier level of working together with the 
psychiatric social worker, and used her good 
intelligence and fund of sense and sensibility 
to adjust to her position. Her husband made 


an approach to understanding which amazed 
and pleased her, and suddenly things began to 
fall into place. The striking feature was the 
release of energy which enabled her not only to 
cope with her household chores, but to carry out 
successfully a part-time job. She even started 
to write a book, but though this was not 
completed (perhaps a loss to psychology), her 
improved understanding of herself and increased 
use of her abilities, remained. 

The patient’s knowledge of himself must be 
linked through association with emotion so 
that he understands for himself, in his own way, 
at his own time. The psychiatric social wor- 
ker’s approach is from the conscious, though 
she should be sensitive to the implications of the 
unconscious. She is not a psychiatrist, but has 
her own function which can be expressed in 
many forms. 

Where the psychiatrist is dealing directly 
with the patient’s mental illness or personality 
difficulties, the psychiatric social worker works 
out the implications in the patient’s social life 
and wins the co-operation in treatment, of his 
family and environment. A soldier invalided 
with anxiety state, after working for some time 
as an agricultural labourer, has a further 
breakdown. The young wife is aggrieved at 
having to make some sacrifices for him to obtain 
treatment as well as having to put up with his 
moroseness and self-absorption. When the 
psychiatrist suggests that the patient should 
return to the town life to which he was accus- 
tomed, she is bitterly resentful. It means. 
giving up the tied cottage and her comfortable 
daily job. It needs all the confidence which has 
been established and much patient working out 
of her real difficulties, before she can co-operate 
in the environmental adjustments which would 
assist her husband’s recovery. She needs help 
in understanding him and learning the impor- 
tance of her own part. Treatment would have 
been broken off and the plan have failed 
without the good relationship which the psychia- 
tric social worker had built up with both 
patient and wife. 

The aim of psychiatric treatment is to promote 
mental health so that the patient is able to 
develop his full personality as an individual 
and as a member of the community. In this 
aim the Psychiatric Social Worker feels she has 
her share in helping to make the adjustments, 
as well as assisting him to accept the claims of 
the community and winning acceptance in his 
environment of his special needs. This means 
that within his limitation he must be helped to 
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satisfactory achievement. Congenial work is 
well known to be of therapeutic value, and in 
every case, whatever his disability, the psychia- 
tric social worker will try to ensure that the 
patient has opportunity for using his powers 
to the full. She will consult with the D.R.O. 
whenever there is a question of finding suitable 
employment, and if necessary she will interview 
employers or seek out special jobs. When 
ordinary work is debarred she will try to find 
occupational therapy and, perhaps through the 
Red Cross or some other body, ask for handi- 
crafts or other interests to be provided. 

Yet the adult’s needs will not be fully met, 
any more than the child’s, even with the ideal 
job, unless he also has the satisfaction of human 
relationships. However tenuously, in whatever 
terms, he must feel that he has a place in the 
world of men, that he belongs to someone, and 
that another has claims on him. Psychiatric 
social workers could testify again and again 
not only to the effect of the previous family 
life on the history of the illness, but on the 
all-important part these intimate relationships— 
or their lack—wili -lay in his recovery. When 
a new case is referred with the statement that 
the patient is living alone in lodgings, our hearts 
sink at the impossibility of making good to him 
the background he requires. 

It is a limitless task to help the patient to 
satisfactory achievement and good relationships, 
especially remembering that these must be 
effected within the limits of the patient’s powers. 
The whole efforts of the psychiatric team may 
be needed so that all curative resources may be 
used towards restoring a difficult balance, or 
creating self-confidence and independence in 
the patient. The P.S.W. therefore has her role 
in furthering this aim. 

While confident in her own function she still 
relies on the psychiatrist for guidance. He 
gives the diagnosis, treatment and prognosis 
which will shape the course she follows. She 
has a creative part to play which makes constant 
demands on her own inner resources. Her work 
will be barren unless she gives emotional res- 
ponse, but she must maintain her professional 
role and avoid excessive identification with the 
patient or anyone else in his environment. 
Understanding of her own impulses and those 
of others will be necessary, but in itself is not 
sufficient. She must have worked out some 


code of values, some philosophy of life which 
will stand the tests of experience, as a back- 
ground to the crises and problems with which 


she will be faced. Only an inner security of 
this kind can sustain her through the frustration 
of effort, and the need for patience and tolerance, 
and allow her to endure se strain of dealing 
with human material. 

If she can feel associated in her work with a 
psychiatrist who is readily accessible with advice 
and encouragement and can help to clarify the 
issues and give due weight to the values involved, 
she will find immediate help in winning through 
to this philosophy—a philosophy most of us 
would find hard to put into words, but would 
have little hesitation in affirming to be essential 
to a psychiatric social worker. 

If this paper achieves its aim it will give a 
description of the functions of the psychiatric 
social worker which indicates her need for 
knowledge of individual development and 
variety, for understanding of the family pattern 
and community forces, and for familiarity with 
all aspects of the social services. Knowledge 
of mental illness and defect, neurosis and malad- 
justment, possibilities of treatment and special 
care, has not been specifically mentioned, as -it 
can be assumed as necessary. 

All the psychiatric social worker’s work is on 
a case-work basis, i.e. she studies the individual 
reacting to his environment and matches his 
needs with the available resources. The widest 
variety of demands is made on her through the 
whole’ gamut of disturbance of mental health 
and mental disabilities, in rural cottages and 
town houses, amongst young and old, by the 
single who wish they were married, and the 
couples who wish they weren’t, calls coming in 
working hours and out of them. It follows that 
she needs technical knowledge, a clear concept 
of her aim and function, discrimination as to 
her material and methods, and above all a 
certain maturity of personality... If I be thought 
to describe a paragon I can only add that 
the nature of psychiatric work demands that 
the psychiatrist also should be a model of 
perfection. 

Age alone and case-work experience will not 
necessarily bring the qualities required; much 
will depend on specific training. The highest 
standards in training by. tutors, case-work 
supervision and lecturers are necessary. And 
in our work we have always looked for inspira- 
tion and guidance to the psychiatrist. We 
respectfully state that if full use is made of her, 
the psychiatric social worker can add to 
the effectiveness of psychiatric work for 
adults. 
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By W. J. T. KIMBER, M.R.CS., L.R.C.P., D.P.M. 
Medical Superintendent, Hill End Hospital, St. Albans 


Dr. Kimber, referring to the shortage of 
psychiatric social workers for hospital work, 
said that this was, due in part to the fact that 
they were being recruited now in many other 
fields, That was, he thought, a pity, because 
they were trained ‘essentially to work with 
psychiatrists in a team. 

The value of the psychiatric social worker to 
the psychiatrist, in helping him to carry out his 
work adequately, was very great indeed. She 
had to act as an interpreter in both directions. 
She must interpret to the relatives the psychiatric 
procedure of the doctor, the nurse and the other 
workers with whom she was brought into 
contact in dealing with the patient, so that the 
relatives could help instead of hindering the 
recovery of the patient, and she also had to 
interpret to the psychiatrist the relationships 
which the patient had with his relatives. The 
interpretation to the relatives was a matter 
requiring considerable discrimination, and the 
psychiatric social worker had to work in close 

- agreement with the psychiatrist when she was 
functioning in this way. 

The psychiatrist should realize the damage 


that he might do to the psychiatric social 
worker’s relationship with the patient’s family 
by being reticent about his procedure with the 
patient and, consciously or unconsciously, 
making himself appear too important as 
compared with the social worker, thus disturb- 
ing and belittling her position and influence 
with the patient’s relatives. The psychiatrist 
demanded complete loyalty from the psychiatric 
social worker and in his turn, if the work for 
the patient was to be fruitful, he must give fully 
and frankly all that the psychiatric social 
worker needed to maintain her relationship 
with the family. 

If there was complete trust and loyalty 
between the psychiatrist and the psychiatric 
social worker, the result was a fruitful 
partnership of immense therapeutic power. 
He was sure that, given direction and 
support and granted freedom and scope for 
initiative, the social worker would realize herself 
as a valuable member of the psychiatric team 
and would give that team a widened 
competence far beyond that of the individual 
psychiatrist. 


Regional Community Care 
By T. A. RATCLIFFE, M.A., M.B., D.P.M., D.C.H., and E. V. JONES (Psychiatric Social Worker) 


Now that the Regional Psychiatric After-Care 
Service for ex-service personnel, first organized 
by the National Association for Mental Health 
in 1944, is shortly to come to an end, at least 
in its present form, we feel it may be of interest 
to detail the results and experiences of this work 
in one region. This is felt more strongly, 
because many of the problems presented to the 
regional organization, as well as some of its 
solutions of these problems, are entirely different 
from those encountered in other forms of 
psychiatric social work. 

The service in this region was first organized 
from a Nottingham office in 1946, but the 
present survey covers the years 1947 and 1948 
only, since that period represents best the 
gradual build-up of the regional organization 
once the initial teething troubles had been 
overcome. The region itself is a large one 
geographically, and includes most of the 
economic and social community problems 


commonly found in England. There are three 
large industrial cities, mainly prosperous, in 
the region, as well as a number of smaller 
industrial and country towns, whilst there is a 
large, relatively densely populated mining area 
in the north-west. Almost the whole of the 
eastern and southern part of the region is 
agricultural, and characterized by small, widely- 
scattered villages with poor intercommunica- 
tions. The area includes also a small port and 
a number of seaside towns. As a result of this 
varied distribution of population, the availability 
of existing psychiatric services, both hospital 
and clinic, was patchy throughout the region. 
Thus, whilst the industrial areas had usually 
a well-organized treatment service, in many of 
the rural areas communication and other 
difficulties meant that only a very limited 
diagnostic clinic service was available for 
out-patients, and that often only at some 
distance. 
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During the two years ending December 31st, 
1948, the case load in the region was as follows: 
Total number of cases handled 659 

New cases received: 
(a) From Service Hospitals 149 
(6) From other sources 247 


— 396 
Cases closed during the period .. 269 
Types of case referred— 
ae pt ax oat ae 
Psy yh > ae 
Psychopathic personality vee ae 
Borderline M.D. rae be 
Organic disabilities .. o> ae 
‘Undiagnosed i Te 


The After-Care Team 

Although the After-Care team could be held, 
in its widest sense, to include all those individuals 
and agencies who are drawn in to help in the 
community care of the individual case, the 
essential basis of the team is the psychiatrist, 
psychiatric social worker and assistant social 
workers acting together. The individual roles 
of each will be considered separately, but it 
cannot be too much emphasized that the 
approach to the patient must always be by 
the whole team, the functions of each member 
, complementing those of the others. 

In this region, the team consisted of the 
Consulting Psychiatrist, a senior psychiatric 
social worker and two or three assistant 
social workers. In addition the cases in one 
large industrial city were covered by the psychia- 
tric social workers of the city Mental Hospital 
and the Local Authority. Each case worker 
had her own portion of the region to cover and, 
so far as possible, each case worker had full 
and continued responsibility for the patient 
(under the supervision of the senior P.S.W.) 
for the whole period of after-care. The 
psychiatrist and all the case workers met at 
weekly case conferences, whilst the psychiatrist 
was available at other times also for discussion 
of special individual. problems with a case 
worker. 

At approximately monthly intervals a larger 
case conference was held to which were invited 
psychiatrists, psychiatric social workers, and 
other social workers from the neighbouring 
Psychiatric Hospitals, Child Guidance Clinics 
and University. Started originally to discuss 
the problems of individual cases of special 
difficulty, these larger case conferences were 
becoming an interesting and valuable group 
situation for the discussion of general problems 
of community care. 


It became clear at an early stage that, if he 
was to participate fully in the team, the psychia- 
trist must have clinical access to the case 
material. In a widely scattered region such as 
this, with numerous widely separated clinics 
under different authorities, actual clinical con- 
tact with every patient had obvious difficulties. 
The problem solved itself in two ways. The 
Consulting Psychiatrist was also Regional 
Psychiatrist to the Ministry of Pensions and to 
the Army and R.A.F. Thus much of the 
clinical material passed automatically through 
his hands, whilst the Ministry of Pensions were 
at all times most co-operative in arranging for 
men to be called in for interviews and treatment 
assessment by the psychiatrist. This practice, 
which was in conformity with the general 
supervision policy of the Ministry, had the 
added advantage that many patients who were 
at first unwilling to consider treatment would 
readily attend at a Ministry interview and could 
there be persuaded by the psychiatrist to agree 
to clinic treatment of which they stood in need. 
It also laid open to the psychiatrist, certain 
in-patient treatment facilities which, at least 
before July Sth, 1948, were difficult or impossible 
of access through other channels. There 
remained still three groups of patients for whom 
special and individual arrangements were made. 
Where specific employment recommendations 
were requested by the Ministry of Labour, 
where a patient, clearly in need of treatment, 
was unwilling to consider any other approach 
and where a domestic situation warranted a 
single active therapeutic interview, the Con- 
sulting Psychiatrist arranged, within the frame- 
work of the team service, to see the patient 
and/or his relatives himself. In the unhurried 
atmosphere of an hour’s interview, it was often 
possible to do a great deal to resolve the specific 
difficulty or to prepare the way for further 
acceptance of treatment. Such special inter- 
views might at first seem to cut across the 
functions of the orthodox psychiatric treatment 
services, but this was not in fact the case. 
Although of undoubted therapeutic value, their 
main function was not active therapy, but 
rather the orientation of the patient’s attitude 
towards a better rapport with future psychiatric 
treatment. Many patients who had previously 
strongly resisted the treatment of which they 
were in need, were by this means persuaded to 
accept it. No attempt was made to continue 
treatment in further private interviews, but the 
patient was put in touch with the appropriate 
in- or out-patient treatment. clinics which he 
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now viewed in a much more realistic and satis- 
factory light. In all cases, with the patient’s 
consent, details of his past social and psychiatric 
history were passed to the clinic psychiatrist. 
It was also invariably the practice to obtain 
the consent and approval of the man’s own 
general practitioner before such a_ special 
interview was arranged. In no case was this 
refused, and usually the suggestion was wel- 
comed. A copy of the psychiatrist’s report was 
sent in each case to the doctor so that he 
remained fully in the treatment picture and 
could be guided in his handling of the patient. 


The Role of the Psychiatric Social Worker 
The main source of patients to the organiza- 
tion was from the Service Hospitals, though, as 
will be shown later, an increasing number of 
cases were being referred from other sources 
towards the end of the period under survey. 
By far the greatest portion of the patients 
referred were at all times personnel invalided on 
psychiatric grounds from the Army, Royal Navy 
or R.A.F. In most cases from the Service 
Hospitals there had been a preliminary interview 
at the hospital by a P.S.W., in which the general 
. policy of after-care had been described to the 
patient, and his agreement obtained on post- 
discharge of after-care. A report from this 
interviewing P.S.W., and a hospital report, 
were normally available to the regional organiza- 
tion, but usually there was no preliminary 
personal contact between the regional P.S.W. 
and the patient before his return home. This 
represents the first, and perhaps the most 
formidable, difficulty which the after-care team 
had to surmount, and is the largest single 
difference from the more common type of 
psychiatric social work centred on an existing 
clinic or hospital. In the latter type of organi- 
zation the patient, and to a lesser extent his 
relatives and environment, are already centred 
to some degree on the case worker before actual 
after-care begins. This may be the result of an 
interview between worker and patient, whilst 
he is still in the clinic or hospital milieu, which 
renders comparatively easy the identification in 
the patient’s mind of the worker as part of the 
psychiatric treatment he is having. Or, at least, 
there remained the strong factor that contacts 
had already been made between the clinic and 
the patient, as well as with his relatives, his 
doctor and perhaps his employer; the case 
worker, as part of the clinic team, was thus 
already accepted by, and orientated towards, 
the patient’s environment and background. 


In the type of after-care here described: the 
situation was very different. A contact had 
been made with the patient in hospital and the 
ground had usually been very well prepared, 
but the contact had not been an individual one 
by the case worker who was to conduct after- 
care. The home background to which he was 
to return had seldom been prepared and, since 
the relatives had normally taken no part in his 
original referral to the Service Hospital, their 
attitude was not orientated to continued 
after-care or help. Then, too, the very fact of 
invaliding from the Service and the return to 
civilian life was a profound environmental 
change for the individual concerned. Not only 
did he have to make the difficult adjustment 
from hospital to home, but, at the same time, 
he had to accustom himself to a total change of 
environment, with its loss of old possibilities 
and difficulties, the gain of new responsibilities 
and opportunities and the profound emotional 
reaction of pleasure or guilt or both resulting 
from his invaliding. The psychological read- 
justment problems of the post-release period 
of the ex-service man are considerable in 
themselves, and they tend to conflict with, as 
well as augment, the difficulties of translation 
from hospital to home environment. 

In the community care service it was therefore 
necessary for the case worker to build up her 
contact with patient, relatives, doctor and 
employer on foundations which she had to lay 
herself, and to overcome in the process a good 
deal of preliminary suspicion or even antagon- 
ism. But, if this was the difficulty, it represented 
also the need for such a type of contact, whilst 
the strength and value of it, once well estab- 
lished, was very great. Very frequently patients 
were referred who were hostile to even the 
suggestion of doctors, clinics or hospitals, but 
who were equally clearly in urgent need of 
further psychiatric treatment. Whether the 
motivation is the often unrecognized identifica- 
tion of future treatment facilities with the 
authoritarian Service atmosphere from which he 
has just escaped or whether it is that he is 
“* referred ’’ rather than attending of his own 
choice, it is certainly the experience of one of us 
(T.A.R.) with similar ex-service cases seen 
elsewhere that the ex-service man is, in general, 
much less willing to accept treatment offers 
than his wholly civilian counterpart. In such 
cases the Psychiatric Social Worker can often, 
even at her first interview with a recalcitrant 
patient, achieve the sort of personal relationship 
which the patient has never before experienced. 
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Because of this relationship, the patient can 
often be persuaded to accept treatment, or at 
least take the next step towards it, even though 
he may rationalize his acceptance of it by the 
thought that he is doing it solely to please the 
person with whom he has developed this new 
and satisfying relationship. Similarly, once this 
relationship is established, the worker will be in 


‘a position to make suggestions on the handling 


of the environmental, personal or work problems 
without the patient’s feeling that he is accepting 
an authoritarian order or being given “‘ charit- 
able’’ or ‘‘ good” advice. This technically 
acquired ability to build up a mature relationship 
in which the worker can both “give” and 
** not give’ as the total situation demands, is 
the essential criterion of psychiatric social work, 
as a part of complete mental health service to 
the community, and distinguishes it from most 
other forms of social work. 

If the first duty of the case worker is to 
establish this contact and relationship with the 
patient himself, her second and equally impor- 
tant task is with the patient’s immediate 
environment. 

It is equally important to the patient to help 
in the adjustment of the home environment as 
it is to help in his own adjustment. Indeed, 
in some cases the case worker/relatives’ relation- 
ship assumes greater importance than that with 
the patient, and the worker finds herself more 
and more directing her after-care technique 
towards the relatives in close contact with the 
patient. In almost all cases, however, the 
relatives will require help and the opportunity 
of discussing their worries, anxieties and 
difficulties about the patient. Here, too, the 
role of the case worker is an important one. 
Even if the patient is already receiving treat- 
ment, the need will still remain for an unhurried, 
free discussion of these problems. The relief 
to the relatives, and the benefit to the’ patient, 


of this type of discussion, is very great. It is 
perhaps unfortunate that so many clinics, and 
even psychiatric clinics, fail to realize the 
importance of this aspect of their work, a failure 
which in part must be attributed to their 


‘present overworked state. Many of these 


ex-service men have emotional readjustment 
difficulties, marital or interpersonal, quite apart 
from their psychiatric disabilities, and the 
relationship built up by the case worker with 
both patient and relatives gives her a powerful 
therapeutic weapon in handling such prob- 
lems. 

The ex-service man, especially if he has had 
long service, is often greatly out of touch with 
the changing employment and social milieu in 
which he finds himself, a lack of touch which 
the Service authorities have often done too little 
to reduce before his invaliding. Often he is 
not anxious or able to explore the possibilities 
and responsibilities of these new situations for 
himself. The admirable opportunities offered 
by the Disablement and Rehabilitation Services 
of the Ministry of Labour, for example, are 
often little understood by the patient, and 
consequently neglected by him. The value of 
the case worker’s negotiating the first interview 
with the D.R.O. and giving both him and the 
patient the benefit of her knowledge and 
experience of any special employment problems 
involved is one of the largest single benefits of 
the after-care service. 

The active therapeutic role of the case worker 
is more difficult to define or delimit. Techni- 
cally the relationship which she builds up with 
the patient is similar to that which appears 
between psychiatrist and patient during the 
more superficial and ‘“‘active’’ forms of 
psychotherapy, but her relationship remains 
more on patient’s ‘‘ own level ’’, a fact which 
limits her active, therapeutic role, but aids her 
** counsellor ”’ role greatly. 


(To be concluded) 


Psychiatry has been referred to as the cinderella of medicine but I question sometimes whether that 
branch of psychiatry which deals with the more privileged in intelligence—with intensive psychotherapy 
and careful training of personnel—isn’t the cinderella of the last page of the story where dreams come 
true, while the psychiatry concerned with mental deficiency is the earlier cinderella still sitting by the 


fire in scientific tatters. 


GerorGE S. STEVENSON 
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The Handicap of High Intelligence 


By E. M. BARTLETT, Ph.D. 
Psychologist, Essex. Education Committee 


The form of my title may seem to some of my 
readers perverse, but I think that no one will 
dispute the importance of the subject. As 
A. N. Whitehead put it, ‘‘ The race which does 
not value trained intelligence is doomed ’’, and 
one of the first things we ought to ask of an 
educational system is that it enables its best 
minds to achieve the fulness of their powers. 
This is especially vital in times like the present, 
when every profession seems to be demanding 
more and more first-class entrants. We must 
have more teachers, more nurses, more scien- 
tists, and so on, and they must all be of the first 
rank. One is sometimes tempted to wonder 
whether there really are enough highly intelligent 
people to goround. We certainly cannot afford 
to waste any of them, and we ought perhaps to 
spend rather more time considering them and 
their needs than we do. They are surely as 
important as the corresponding group at the 
‘other end of the intelligence scale: the educa- 
tionally sub-normal for whom we provide 
** special educatjonal treatment ’’. In a sense, 
of course, they do have their ‘‘ special educa- 
tional treatment ’’, if their parents will agree 
to it, as the dull do; but they do not all profit 
from it as they should, and we ought, I feel, to 
enquire much more thoroughly than we have 
as yet, into the reasons for this failure. 

In what sense, then, is the possession of high 
intelligence likely to be a handicap? It would 
normally be considered an asset rather than a 
handicap in the educational process. If one 
means by this the learning process, this is 
obviously true. Clever children on the whole 
learn quickly and retain efficiently, are easy to 
teach, and make steady, swift progress. But if 
the aim of education is the full development of 
individual personality, the progressive actualiza- 
tion of potentialities of every kind, the integra- 
tion and maturing of the emotional and physical 
as well as the intellectual aspects of a person, 
I think it is as true to say that the exceptionally 
intelligent child enters on this task with a 
handicap, as that his dull brother does. I was 
recently discussing with a group of His Majesty’s 
Inspectors the problems of educationally sub- 
normal: children; particularly their personality 
problems, involving their adjustment to life 
and to other people, and their attitude to school 


and to learning. One of the group suddenly 
said, ‘‘ You know, as you have been talking, 
I have been thinking, all that is just as true of the 
very clever child if you turn it all upside down, 
as it were.” I think thisis so. If we think of 
very retarded and very bright children as the 
two end sections of the curve of normal distribu- 
tion, both are ‘‘ eccentric ’’, ‘* off the centre ”’, 
abnormal, and this eccentricity makes ‘person- 
ality progress difficult for both. Not equally 
difficult, of course. Intelligence is itself an 
integrative mechanism, helping its possessor to 
**look before and after’’, size up the effects 
of what he says and does, and naturally prompts 
him to plan, reflect, interpose a stage of inhibi- 
tion between impulse and action, so that he is 
on the whole predisposed to integrate his life 
on the emotional as well as on the intellectual 
side. It is also true that he can do more for 
himself and needs our ‘help less. Indeed, if 
his teachers, as must sometimes happen, are 
less intelligent than he is, what he may most 
need and profit from is perhaps neglect! I have 
among my acquaintances at present some half 
dozen of these exceptional children, all with 
intelligence quotients well above 150. They 
have vocabularies of the. most superior adult 
level on the Terman Merrill scale; can reason 
swiftly and efficiently, have an uncanny know- 
ledge of modern art, electrical engineering, 
music and what not. One of them, in explana- 
tion of her poor performance in mechanical 
arithmetic, said, ‘‘ Well, you see, I get so bored 
with it. Now I don’t mind doing the problems, 
where you can wriggle your way through to the 
answer (her methods of solving problems are 
unorthodox but usually efficient! ), but I can’t 
be bothered with ordinary sums. You know, 
2 and 2 make 4, and J know it, and it always 
does make 4, so why should I keep on making it 
make it ?’’ (I sometimes wonder what children 
of this kind do make of their teachers and of 
the ordinary type of school lesson.) We may 
perhaps usefully take this youngster as our first 
example. Here was a child, a girl of ten, 
intelligence quotient on the Binet Scale 15], 
brilliant at art, excellent at oral and written 
composition, except that she could not spell, 
but so backward at mechanical arithmetic that 
her headmistress was doubtful of her chances 
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of passing the qualifying examination to a 
grammar school. On the surface she appeared 
cheerful, well-adjusted and with charming 
manners, but there was a real danger that she 
would develop a permanent false attitude to 
education, that, even more seriously, she would 
become an “‘ oddity’, a crank. That seems 
to me one of the gravest dangers likely to beset 
these very clever children. They are, as we 
have seen, eccentric, “‘ off the centre ’’ in the 
literal meaning of the word, but we do not, 
above all things, want them to be eccentric in 
the more usual sense of the term; we want 
them to be normal, not cranks: inside the group, 
not outside. They need the wisest handling, 
right from early infancy, and one of the greatest 
problems, in dealing with them, is to know 
when they are merely being, as they often seem, 
perverse and obstinate, and when they do really, 
out of their greater intelligence, know what is 
best for them. They are “‘ exceptional ’’, but 
in an ordinary school it is extremely difficult 
to make exceptions for them. If they are 
young enough, we can force them to conform, 
because we really do know more than they do; 
but we ought at least sometimes, I think, to have 
doubts of the value of our victory even when we 
do win, and sometimes more may be gained by 
apparently losing the battle. 

I turn now to a consideration of what it is 
that makes normal development, and the 
achievement of sound mental health, difficult 
for these very clever children. I would suggest 
that their worst enemy is their teachability, 
their precocity which enables them to overtake 
experience at a much faster rate than does the 
ordinary child. This precocity does not always, 
perhaps does not normally, manifest itself at 
birth or soon after. In the early weeks of life 
the child of superior intelligence seems rather 


. to show his superiority by the intensity and 


concentration with which he does even the 
simplest things. Blanton observed that children 
of mentally defective mothers suck flabbily, 
and this characteristic of flabbiness seems to 
remain with the dull all through their develop- 
ment. In trying to cope with them in school 
I have often wished it were possible to go over 
all their nuts with a spanner, as it were, tighten- 
ing them up. The very intelligent on the other 
hand show early a “ put-togetherness’’ and 
one is sometimes almost frightened by their 
intense concentratedness. I remember once 
testing the intelligence of a four-year-old, whose 
LQ. proved finally to be 160+. She scarcely 
moved during an hour, scarcely took her eyes 


off me and devoted the whole of her concen- 
trated personality to the job on hand. I 
remember, too, seeing another of these excep- 
tional youngsters when he was only a few days 
old. He managed to jerk one eye open and 
gave me a look as much as to say, “‘I feel at 
home here. Prepare to reckon with me.” I 
think it was this particular child’s salvation that 
he did not learn to talk abnormally early, and 
always determinedly refused any attempt to 
coerce or teach him, going his own way and 
taking his own time about things. By contrast 
one may refer to John Middleton Murray who 
in his autébiographical study Between Two 
Worlds gives a vivid picture of the difficulties 
of being “‘too clever”. According to his 
account he could read at the age of 2 years, 
at 2} went to school already knowing all his 
tables up to twelve times, at 7 was in the Ex- 
Seventh Standard of a “‘ Higher Tops ’’ London 
Elementary School, had mastered algebra up 
to quadratics and written an essay on Gothic 
architecture. But he could not sleep without a 
knotted towel for company, and when he woke 
from one of his frequent nightmares could not 
face getting out of bed and crossing the landing 
to his parents’ bedroom. He was too early a 
verbalist and far, far too teachable. Probably 
the wisest thing we can do for these exceptional 
children when they are very young is to leave 
them alone, and above all to resist the temptation 
to exploit their ready response to teaching. 
Like all children, they need to achieve steady, 
harmonious, all-round development, and if one 
aspect is fostered to the neglect of others they 
are liable to become maladjusted and to suffer 
the more acutely because they are usually 
exceptionally sensitive, exceptionally aware of 
themselves in relation to other people. Perhaps 
they cannot avoid some degree of maladjust- 
ment, of umevenness in development, for 
although at seven a boy may have the mind of 
an eleven-year-old, his body is only that of a 
seven-year-old, and sometimes of a rather 
weedy, small seven-year-old at that, and so he 
is a misfit. Intellectually these children may 
despise the occupations and conversations of 
their ‘‘ ordinary’’ classmates, but they are 
themselves despised by their mental equals of 
three or four years their senior because of their 
physical puniness. So that they belong no- 
where, and we know that not “* belonging ”’ is 
often the first step to mental ill-health. Emo- 
tionally; also, they are often their physical 
rather than their mental age, and this in its turn 
produces lop-sidedness and may even lead to 
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persecution from their fellows. Some psycho- 
logists hold that the exceptionally clever child 
is always persecuted, either by his fellows or 
by his teachers, but I think myself that this is an 
exaggeration. There is always, however, the 
danger of persecution, and as educators we 
should be aware of the danger and be prepared 
unobtrusively to guard the persecuted. These 
very clever children do sometimes seem to bring 
it on themselves, perhaps from a nervous realiza- 
tion of their “‘ difference,’’ perhaps from a kind 
of emotional blindness to the effect on their 
hearers of what they are saying. Their superior 
vocabulary is sometimes the trouble. Middle- 
ton Murray, on his first day at Christ’s Hospital, 
was asked by an older boy waiting with him in 
the queue for the W.C.s if he had got any 
** bodge ’’ (the school slang for toilet paper). 
His reply was, “‘I’m sorry, I’m a new boy; 
I do not yet understand the vocabulary ’’. One 
need not enlarge on the result of this remark. 
A similar fate was met by a youngster of nine, 
transferred by his father’s change of work from 
a big town school to a small village one. He 
spoke what almost amounted to a foreign 
language and in the innocence of his heart was 
so anxious to share his vast field of knowledge 
with the village boys that he became the butt 
of them all, especially when they discovered 
that he could readily be reduced to tears of 
rage. Coming home from school one day he 
flung himself into a chair, saying, ‘* It’s intoler- 
able. Absolutely intolerable, I tell you.’’ In 
his case, moving him to a large primary school 
in a very good neighbourhood where he met 
many intellectual equals solved his problems, 
particularly as he was also exceptionally neat- 
fingered and won a place for himself by swapping 
his exquisite little models and “‘ inventions ”’. 
This reference to manual skill brings us to 
another great need of these exceptional children: 
good physical and manual education. Again, 
left to themselves and given the opportunity 
I think a great many of them would develop this 
spontaneously. It has been said that the true, 
primary mental defective is always clumsy, and 
it may be that the true genius, if rightly nurtured, 
should be physically capable. He certainly 
suffers tremendously if he is forced too early 
along intellectual lines at the expense of his 
early manual and general physical development. 
I remember one of these young geniuses, a girl 
of seven—I.Q. 172. The late Marion Richard- 
son, inspecting the art teaching in a London 
Infants’ School, went straight up to this child’s 
work, saying, ‘‘ That’s the work of a genius ”’. 


But it was very badly executed and the child 
herself was extraordinarily clumsy, a big 
awkward creature who could not walk from her 
seat to the front of the class without knocking 
something over, and painfully aware of her 
physical inadequacy. We must remember that 
these children will experience even their defi- 
ciencies with heightened self-awareness. One 
of them, at five, came home from some difficulty 
at her village school and complained bitterly to 
her mother: ‘‘Oh, why do I have to be a 
person all the time ? I wish I could be a stone 
or something ’’, and one is reminded of John 
Stuart Mill, experiencing the upheavals of 
adolescence at the age of seven but with the 
body and lack of experience of a seven-year-old. 

The next aspect of my theme I enter on with 
some trepidation. This is an age when slogans 
such as ‘‘equal opportunities for all’’ are 
popular, and to suggest that to give the fullest 
educational opportunities to a child of excep- 
tional intelligence may in certain circumstances 
be a mistake, will at first sight lay me open to a 
charge of the grossest snobbery. I hope that 
what follows will quickly dispel any such 
misconception. What I have in mind is this. 
We know from such investigations as the 
McClelland one, that even with the most careful 
selection of pupils, at eleven years, for grammar 
school education, yielding a correlation with 
later success as high as -8, we must expect 
some 20 to 25 per cent. misfits in the grammar 
school. What this means from one point of 
view is that the intellectual factors are not the 
only things making for success at school. We 
are familiar with this as it affects our educa- 
tionally subnormal-pupils. The dull child from 
a poor home lacking in culture, gets educated 
only while at school and is doubly handicapped. 
The dull child from a good. home often does far 


. better at school than his intellectual capabilities 


really warrant. I have known such children 
even with I.Q.s in the fifties, read quite well 
and apparently understand something of what 
they read. What is the application of this to 
the brilliant child? Not, of course, that we 
should not educate him, but that we should 
realize some of his handicaps and help him to 
overcome them. What we should be striving 
to achieve through education is not simply 
trained intelligences but cultivated persons. 
The danger that may beset the brilliant child 
from a poor home js that on the one hand he 
may lack “‘ ballast ’? and on the other may fail 
to develop “‘taste”’. If he has had good 
emotional nurturing in early infancy, even if 
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he has not had a great deal of intellectual 
stimulus at home, he can usually get what he 
wants at school during the infant school and 
early junior school period. He begins to 
become an educational problem towards the 
end of the junior school stage, particularly if 
he is in a smallish school where “‘ streaming ”’ 
is not possible. I have known both teachers 
and parents at the end of their tether, beg for 
these children to be sent on early to the Grammar 
School, but I am sure that is not the answer to 
their difficulties. As Rousseau put it, “‘ Every 
stage in development has its own proper 
perfection, a sort of maturity all its own ’’, and 
these clever ten-year-olds are ten years old, not 
fifteen-year-olds. We know that what they 
need is not ‘‘forcing up’”’ but ‘* broadening 
out’’. If they are born into families where 
there is a good level of general culture they get 
this, but if not, it is very difficult to give them it 
at school, and as they enter on their adolescence 
the problem, like all others, becomes intensified. 
In the course of my work I am from time to time 
asked to interview Grammar School children 
who are failing to make good and who them- 
selves wish to be transferred to a Secondary 
Modern School. Quite often there is nothing 
wrong. with their intelligence but, as they 
themselves put it, they “‘ just don’t seem able 
to cope with the work”’ and have, moreover, 
rejected what one may perhaps call ‘* Grammar 
School values’’. Behind such children there 
are quite frequently homes where these values 
are rejected, or, even if this is not so, homes 
where the parents cannot give the children the 
sort of cultural support they need. It seems as 
if very high intelligence, if it is to develop 
rightly, must do so in a matrix of general 
culture and, to some extent, of social confidence. 
A very stable child can be “* educated out of his 
class’, and not lose contact with it or be 
ashamed of his origins, but the very clever ones 
are not always the very stable, and I think we 
have not yet found the answer to this particular 
educational problem. It may be that it arises 
because we are going through a social revolution 
and that these things will right themselves in 
time, but at present I know from experience that 
some of these children do suffer and that others 
fail to develop the contribution to the good of 
the community which they ought to be making. 

This is perhaps particularly true of the 


brilliant child with literary gifts. While he is 
young he gets on fairly well, since ‘* Vision ” 
and ‘‘ Design ’’ keep pretty even pace. If he 
is in a progressive Junior School where a good 


deal of freedom for individual creative work is 
given, we usually find him writing plays, stories, 
keeping journals, working out elaborate descrip- 
tions of imaginary islands or continents with 
detailed accounts of their laws, customs, 
geography and so on. But in adolescence these 
childish themes no longer satisfy. Technical 


skill and reasoning ability have outstripped — 


experience so that the young adolescent feels 
he “‘can’t write” or “has nothing to write 
about ’’. His teachers may be disappointed. 
Their promising pupil seems to have gone stale 
orrun dry. He needs especially skilful handling 
at this stage, to ensure that the desire to write 
and the skill with words is kept alive while 
experience catches up on execution. This is 
the time to develop taste, store up knowledge, 
increase sensitiveness to literature and above all 
to foster the general growth of personality, so 
that later on there will again be “‘ something to 
write about ’’. Otherwise the desire may never 
return. Probably similar problems occur in the 
other arts and the adolescent historian or 
scientist may equally have his barren period. 
If so, all must be helped to survive it or some- 
thing of the utmost value may be lost. 

Finally, what is the upshot of all this? As I 
see it, it is, as I suggested earlier, that the 
promotion of sound mental health, of full, 


harmonious personality development, is the’ 


prime aim of education; that these exceptional 
children, being complex and unusual personali- 
ties, often need more understanding, subtler 
handling, a greater exercise of wisdom, on the 
part of their teachers. We ought to know and 
appreciate the total complex of their circum- 
stances and be prepared to spend time and energy 
on helping them over their difficulties. Two 
things in particular are perhaps of outstanding 
importance. One is the development of steady 
tastes and interests, since these do more than 
most things to integrate and give shape and 
ballast to the personality, particularly in early 
adolescence. The other is sound moral educa- 
tion. These exceptional children should become 
the leaders of the next generation and we should 
do all we can to help them to develop right 
values and a sound attitude both to their own 
abilities and to the responsibilities to the 
community which these gifts entail. We must 
also, I think, be aware of the fact that uncon- 
sciously, even if not consciously, we may resent 
their intelligence, be jealous of their superiority, 
and should also beware of the untold harm which 
such an attitude on our part may cause to those 
who are undoubtedly “‘ the salt of the earth ’’. 
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News and Notes 


Conference on Mental Health 


H.R.H. The Duchess of Kent has consented to 
attend the inaugural session of the Association’s 


Conference on Mental Health to be held on March’ 


17th-18th, 1949, at Seymour Hall, London, W.1. 
The meeting will also be honoured by the presence 
of Sir Wilson Jameson, G.B.E., K.C.B., M.D., 
F.R.C.P., Chief Medical Officer, Ministry of Health 
and Ministry of Pensions. The Conference has the 
official support of the relevant Government Minis- 
tries of the United Kingdom and Northern Ireland. 
Papers will be given by the following speakers: 
THURSDAY, MARCH 17TH 
Subject—First experiences of recent social legis- 
lation and implications for Mental Health 
(National Health Service Act, National Assis- 
tance Act, National Insurance Act, and the 


Children Act). 
Speakers—Prof. D. R. MacCalman, M.D., 
F.R.C.P. 


Miss Marjorie A. Brown, M.A. 
Miss P. Armstrong. 
FRIDAY, MARCH 18TH 
Subject—The need for understanding the indivi- 
dual—as part of the training and function of 
Doctors, Nurses, Teachers and Social Workers. 
Speakers—Prof. J. C. Spence, M.D., F.R.C.P. 
Prof. Brian Stanley, M.A. 
Miss May Irvine, M.A. 

Prof. A. N. Shimmin, M.A. (Professor of Social 
Science, University of Leeds) will preside at the 
first day’s sessions, and on the second day Dr. G. B. 
Jeffery, M.A., D.Sc., F.R.S. (Director, Institute of 
Education, University of London) will be in the 
chair. 

The inclusive fee, admitting to all sessions and.a 
copy of the printed Report is £1 5s.; Day Tickets 
(excluding Report), 11s. 6d.; Sessional Tickets, 
6s. each. Reductions in these fees are allowed to 
Full Members of the National Association for 
Mental Health. The Association’s Mental Health 
Exhibit, to which reference is made below, will 
be on view at Seymour Hall during the Conference 
period. 

Copies of the printed programme and all other 
information may be obtained on application to’ the 
Conference Secretary,. National Association for 
Mental Health, 39 Queen Anne Street, London, W.1. 


Mental Health Exhibit 


An illustrated brochure, containing details of the 
Association’s Mental Health Exhibit, has recently 
been published, and copies (price 3d. each) may be 
obtained on application. The Exhibit, which was 
displayed at the International Congress on Mental 
Health at Central Hall, Westminster, last August, 
is available for hire to Local Authorities, voluntary 


organizations, etc., for display at Health Weeks 
and other similar functions. The Exhibit comprises 
six separate box units illustrating some of the main 
problems of mental health during the different age 
groups, from infancy to maturity, with particulars 
of the voluntary and statutory services provided 
or projected. 


N.A.M.H. Forthcoming Courses 


The programme of the Education Department of 
the National Association for Mental Health for 
the next few months includes the following Courses: 

For. Medical Officers (in conjunction with the 

Extra-Mural Department of the University 
of London) 

Three Courses of three weeks each, to be held 
from February 28th to March 19th; May 2nd 
to 21st; and October 3rd to 22nd. 

Vacancies for all three Courses are now fully 
booked. 

For Teachers (organized for Ministry of Education) 

Two Courses of three weeks each, to be held 
respectively from July llth to 28th at 
Whitelands College, Putney, and from 
September 5th to 23rd at Grove House, 
Roehampton. 

Applications for these Courses must be made 
through Local Education Authorities. 

For Staffs of Children’s Homes 

At the request of the Home Office, plans for 
a three weeks’ Residential Course to be held 
from May 30th to June 18th at the Probation 
Hostel, Draycott Place, London, S.W.3, 
are under consideration. 

For further particulars, apply to the Education 
Secretary, 39 Queen Anne Street, W.1. 


A fourth Course for Local Authority Officers in 
the Mental Health Service is being held in London 
as we go to press. 


N.A.M.H. Homes and Hostels 
For Epileptics 

The pioneer Convalescent Home for epileptics 
at Fairwarp, Sussex, has been so successful that the 
Association is now planning to open a second 
Home—Kelsale Court, Saxmundham, Suffolk— 
during the spring, with the help of a generous 
grant from King Edward’s Hospital Fund. This 
is a delightful house, able to accommodate at least 
twenty-five patients, situated in pleasant grounds 
in the village of Kelsall, about twenty miles from 
Ipswich. The sea is within a distance of three 
miles, and the station within a mile. It is hoped to 
secure the co-operation of the East Anglian Regional 
Hospital Board. The charge per patient will be 
£3 13s. 6d. per week. Both men and women will be 
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admitted, convalescing from illness or operative 
treatment, 


New Agricultural Hostel 


The Association has welcomed a request from the 
Yorkshire (West Riding) Agricultural Executive 
Committee to open a Hostel in their area for 
thirty to forty land workers—mentally defective 
men who have had institutional traini Premises 
are in view and it is hoped that the Hostel may open 
in the spring. 


Holiday. Homes 


The Association’s two Holiday Homes at Bognor 
Regis and Rhyl have been fully booked up from 
March until the end of November, and far more 
applications for parties of patients from Mental 
Deficiency Institutions and Occupation Centres 
have been received than can be accepted. There 
is, therefore, urgent need for additional Homes, 
and information about possible premises in seaside 
towns in the north, east and west will be gratefully 
received for investigation. 

Information and enquiries should be addressed 
to the Homes and Hostels Department, 39 Queen 
Anne Street, London, W.1. 


Essay Competition for Nurses 


The subject chosen for this year’s ‘* Lord ”’ 
Memorial Essay Competition (founded by the 
Society of the Crown of our Lord in memory of the 
late Dr. J. R. Lord, C.B.E., and administered by 
the National Association for Mental Health) is: 

** The ways and means by which the Nurse 
can help the Patient to achieve the fullest 
possible practical and social re-adjustment.”’ 

Essays, of approximately 2,000 words, are invited 
from nurses holding: 


(a) The Certificate issued by the General Nursing 
Council for Nurses on the Register for Mental 
Nurses or the Register for Nurses for Mental 
Defectives; or 

(6) The R.M.P.A. Certificates of Proficiency in 
Mental Nursing and in the Nursing of Mental 
Defectives 


and dealing with cases of mental disorder, or mental 
deficiency, whether in mental hospitals, mental 
deficiency institutions, psychiatric clinics and/or 
allied psychiatric services where mental nurses are 
employed. 

The following prizes will be offered for the two 
best essays: 

First Prize: £3 3s. and a medal. 
Second Prize: £1 Is. 

The closing date is May 31st, 1949. Copies of 
the announcement. and particulars of the 
arrangements may be obtained from the Secretary, 
Public Relations Department, N.A.M.H., 39 Queen 
Anne Street, London, W.1. 


Prison Commissioners’ Report, 1947 


In May, 1948, the average prison population 
exceeded 19, 700-—the maximum for a period of 
some forty years and over, and over 6,000 more 
than in 1946. Part of the rise may be accounted 
for by an increase in the number of longer sentences, 
but an increase in actual receptions is also a con- 
tributory factor and there is no reason to suppose 
that the upward curve is nearing its peak. 

This state of affairs produces severe overcrowding 
in existing prisons, and despite every effort it has 
been impossible to obtain the additional accom- 
modation needed, even by acquiring country houses 
or camp sites. During the year only one small new 
= for about 100 men was opened at Aldington, 

ent, 

On the other hand, there is a decrease in the 
number of women prisoners from 7,381 receptions 
in 1945 to 4,912 in 1946. An interesting new 
development in connection with women prisoners 
is recorded under a section headed ‘‘ Social Assis- 
tance ’’ which attempts to allay the anxiety about 


home affairs (referred to by Dr. Charity Taylor | 


in her talk noted below) so often felt by women 
newly admitted. With the co-operation of the 
W.V.S., an experimental scheme was instituted at 
Holloway. W.V. S. representatives attend every 
evening in the “‘ reception ”’ to offer help to anyone 
beset by urgent problems needing immediate 
attention and to render ‘first aid’’ service. A 
similar experiment was tried at Durham and, 
although the demand was not found to be large 
enough to justify the setting up of a regular service, 
arrangements can be made for dealing with any 
cases that may arise. 

In the chapter headed ‘‘ Health and Hygiene ”’ 
the Principal Medical Officer at Wormwood Scrubbs 
reports a development in group psychotherapy made 
possible by the opening of the ‘‘ New Ward ”’ in 
September, 1946, which has had good results. 
Several cases have been referred to the National 
Association for after-care on release, and the 
usefulness of the psychiatric social worker at the 
prison is fully recognized. Psychiatric treatment 
given at the Wakefield centre has been extended 
and has relieved Wormwood Scrubbs of a substan- 
tial number of cases. 

Work with young convicts—mostly youths 
convicted of murder and sentenced to detention 
during His Majesty’s pleasure—has had some good 
results. Its members seem to respond to the 
psychological approach, in conjunction with active 
rehabilitation measures,-so that a noticeable 
atmosphere of progress can be recorded. 

At Holloway, a useful investigation has been 
begun into mental and physical states of women 
convicted of child neglect. 

A note of warning is, however, given as to the 
inability of psychological treatment to prevent 
further criminal activity, and it is explained that its 
true function is to bring abnormal psychological 
factors into consciousness in such a way that any 

















repetition of a criminal act can only take place if 
willed and intended. More than this it cannot 
achieve. 

The Report records the need of an intake of 
900 additional prison officers by March 3l1st, 1949. 
To achieve this target, energetic measures have been 
taken, including the dispatch of a recruiting mission 
to Palestine early in 1947 offering employment to 
368 members of the Palestine Police and Prison 
Services on demobilization. Hope was expressed 
that the target might be reached. In the medical 
staff also a serious shortage is reported, and at the 
time of its preparation there were sixteen vacancies. 
During the year, Prison Medical Officers ceased 
to be a separate departmental class and were 
assimilated into the general Treasury class of 
Government Medical Officers. 


«* Imprisonment ”’ 

Members of the National Association for Mental 
Health who had the privilege of hearing, at its 
Annual Meeting in January, the talk given by 
Dr. Charity Taylor, Governor of Holloway Prison, 
must have gone away inspired by her conception 
of what imprisonment may achieve even if it is 
undergone in one of London’s oldest and most 
forbidding-looking prison buildings. 

Dr. Taylor said that she and her staff tried not 
only to reform prisoners but to send them out 
“** nicer people ’’ than they were when admitted—to 
teach them to be kind to:one another, and to make 
them realize that their enforced and unwelcome 
association could be turned into a real community 
life. The hard core of ‘‘ old lags ’’ presented, of 
course, special problems. Untroubled by anxieties 
as to happenings outside (in this presenting a 
striking contrast to the first offenders who so often 
were deeply concerned about home affairs), their 
whole attention was concentrated on what was 
happening “‘ inside ’’, and though they were ready 
enough to accept authority, they regarded their 
fellows as fair game for malice and uncharitableness. 
At the same time, however, it was elicited from 
Dr. Taylor in answer to a question, that she did not 
advocate the close segregation of this group of 
_prisoners which, in her opinion, only intensifies 
the evil. She felt that a careful dilution of the 
classification by very carefully selected other 
prisoners might yield good results. 

Psychiatric treatment, in her experience, was 
useful in certain cases—particularly in those of 
neurotics suffering from obsessional and anxiety 
states—but frequently treatment of this kind was 
too late, and it was, of course, repudiated by the 
**old lags’’. Nor does it necessarily affect the 
patients’ criminality. 

The question of employment—so vital in men’s 
prisons—was not, in Holloway, an acute problem. 
The majority of the women were needed at home on 
their release, and industrial training would be of 
no interest to some of them. 
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One problem was touched upon by Dr. Taylor 
with which she said she was powerless to deal—that 
of the stigma attached by society to those who had 
been in prison. Nor had she any easy solution to 
offer in regard to it. 

Those who heard this delightfully unofficial and 
**human ”’ account of prison life will read with 
heightened interest the Report of the Prison Com- 
missioners, a note on which appears above. 


An Inquiry into Punishment 


The Home Secretary has appointed a Committee 
to review existing methods of punishment in prisons 
and Borstal Institutions (excluding, in these cases, 
corporal punishment), and in Approved Schools 
and Remand Homes; to consider the procedure 
adopted in inquiries into breaches of discipline, and 
to recommend whether any changes in the methods 
and procedure are necessary or desirable. 

Its Chairman is Mr. H. W. F. Franklin (Head- 
master of Epsom College, Surrey), and included in 
its membership is Dr. Desmond Curran who holds 
the post of Psychiatrist at St. George’s Hospital. 

Anyone interested in the work of the Committee 
is invited to communicate with one or other of the 
Joint Secretaries, Mr. D. Pettigrew, Prison Com- 
mission, Horseferry House, Thorney Street, London, 
S.W.1, and Mrs. M. G. Kewley, Children’s Depart- 
ment, Home Office, Whitehall, S.W.1. 


Lunacy and Mental Treatment in 1947 


The Report on the Mental Health Services 
previously published by the Board of Control will, 
in future, be included in the Annual Report of the 
Ministry of Health, but meanwhile there has been 
issued separately the Annual Report of the Board 
to the Lord Chancellor, on the Lunacy and Mental 
Treatment Acts. 

At the end of 1947, there were 144,736 patients 
under care (compared with 146,444 in 1946). 
this number, 128,817 were in public mental hospitals, 
and such hospitals were then overcrowded to an 
extent of 14,668 (in 1946, this figure was 16,662). 
The incidence of mental illness has not increased, 
but the increase in the general population has led to 
a growing demand for accommodation which 
has not been overtaken since 1939; when building 
stopped. Moreover, at the end of 1947 there were 
still 5,509 mental hospital beds diverted to wartime 
purposes, and of those set free during the year, 3,965 
could not be used owing to the need of restoration 
or re-equipment. Shortage of nursing staff also 
resulted in inability to use 1,981 beds which could 
otherwise have been made available, but it is pointed 
out that this figure represents less than 1-6 per 
cent. of the whole, and that the shortages are 
highly localized. 

Voluntary admissions constituted 54-5 per cent. 
of the total admissions during the year (compared 
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with 50-8 per cent. in 1946) but it is noted with 
concern that many mental hospitals now limit 
admission to certified cases and decline to receive 
voluntary patients. This is obviously an effect of 
the pressure on accommodation, but one which 
must be regarded as most disturbing and retrograde, 
and in the long run likely to lead to even more 
overcrowding in its denial of early treatment. It 
is therefore to be sincerely hoped that it is only a 
very temporary expedient. 


Mental Health Advisory Committee 


The Central Health Services Council, set up in 
accordance with the provisions of Section 2 of the 
National Health Service Act, is instituting nine 
standing advisory committees, one of which is to be 
concerned with mental health. 

The members of this Committee are as follows: 


Appointed by Central Health Services Council 
Mr. C. F. Comer (Confederation of Health 
Service Employees), Sir Allen Daley, Professor 
Aubrey Lewis, Dr. W. G. Masefield, Sir Cecil 
Oakes. - 
Representing Organizations 
Mr. Claude Bartlett (Male Nurse), Dr. John 
Bowlby, Dr. ‘W. Russell Brain, Dr. Noel 
Burke, Dr. Desmond Curran, Dr. Wm. 
Sutherland Macdonald, Mrs. McDougall 
(P.S.W.), Alderman Mervyn Payne, Dr. J. R. 
Rees, Dr. J. Ivison Russell, Mr. Philip E. 
Vernon (Psychologist), Miss B. J. Wall, 
S.R.N. 

The National Association for Mental Health was 
one of the bodies invited to nominate two persons 
to serve on the Committee, and Dr. J. R. Rees was 
nominated by it, as well as by other organizations. 


Disabled Persons, Some Facts and Figures 


In the chapter of the Ministry of Labour’s Report 
for 1947 dealing with this subject, it is stated that 
of the 828,666 disabled persons registered as at 
October 20th, 1947, ‘‘ nervous and mental dis- 
orders ’’ accounted for 66,832. 

The total number of disabled persons recorded as 
unemployed on December 15th, 1947, was 74,343 
(70,943 males and 3,400 females), compared with 
72,799 in December, 1946. Of these, 63,555 were 
classified as capable of employment under ordinary 
conditions, and 10,788 as being severely disabled 
and in need of sheltered employment. 

During the year, 7,356 disabled men and 674 
disabled women were admitted to training courses, 
under Section 2 of the Disabled Persons (Employ- 
ment) Act, under the Ministry of Labour’s Voca- 
tional Training Scheme. In some of the courses, 
places for disabled workers were specially reserved. 
Information as to the types of disability from which 
the trainees suffered is not given in the Report, so it 
cannot be ascertained to what extent psychiatric 


patients have responded to the training given. At 
the end of 1947, 6,812 persons had completed 
training and 3,784 were still undergoing it. 

In addition to the Egham Industrial Rehabilitation 
Centre, it was planned to open others, but owing to 
difficulty in obtaining suitable premises it was 


decided instead to establish in Government Training _ 


Centres having accommodation available, non- 
residential units and one unit to be partly residential. 

At Sutton, Surrey, a special psychiatric centre was 
established to provide short-term rehabilitation for 
men and women disabled by psychosis or psycho- 
neurosis. 

For the seriously disabled, the Disabled Persons 
Employment Corporation opened, during 1947, 
11 new ‘* Remploy ”’ factories, making a total of 15 
in the country asa whole. At the end of the year, a 
further 29 were in course of erection or adaptation. 
As a long-term policy, the Corporation has fixed as 
its target 100 factories. In connection with the 
Bridgend and Edinburgh factories, 58 home-workers 
were employed and surveys on the opening for a 
Home-Workers’ Scheme were being made in other 
areas. 

Out of 625 ** voluntary undertakings ’’ employing 
625 severely disabled persons, only 5 had found it 
necessary to make claims for financial assistance in 
respect of working deficits. Capital assistance was 
given in one case. i 

The Sheltered Employment Committee of the 
National Advisory Council gave special considera- 
tion to the question of employment for epileptics, 
and at the Salford Remploy Factory six epileptics 
were employed as an experiment. 

A follow-up enquiry, after a period of six weeks 
of placement, showed that of the 26,225 cases placed 
in ordinary or designated employment during the 
quarter ended September 30th, 1947, 57-1 per cent. 
were satisfactorily resettled, 24-4 per cent. were not 
satisfactory, and in about 18-5 per cent. of the cases 
information was not obtainable. 

Some additional information is given in a more 
recently published report issued by the Standing 
Committee on the Rehabilitation and Resettlement 
of Disabled Persons (1949). 

From this we learn that on August 16th, 1948, 
about 905,000 were registered as disabled. A 
classification of these, as at April 4th, 1948 (it is 
stated that there is no reason to think that there is 
appreciable variation in the relative proportions 
found on any specified date), shows that psychiatric 
disability accounted for 5-7 per cent. of persons on 
the Register, as compared with 42-7 per cent. in 
the surgical group, 34-9 per cent. in the medical 
group and 16-7 per cent. grouped-as ‘“‘ others ”’ 
which included the blind and deaf. 


Joint Research into Child Development 

An interesting example of ‘‘ combined opera- 
tions”’’ is to be seen in the recently-instituted 
research project for a training and research centre 
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in connection with a residential and day nursery, 
a nursery school and a maternity and child welfare 
centre, provided in Bloomsbury by the Governors 
of the Foundling Hospital. The Medical Officer 
of Health for St. Pancras is deeply interested in the 
scheme, and associated with its operation is the 
Institute of Child Health (whose Director is 
Prof. Alan Moncrieff), the Institute of Education 
(London University), the Child Guidance Clinic 
at Great Ormond Street Hospital, and the 
Central Council for Training in Child Care (Home 
Office). 

The Central Council’s first training course for 
supervisors and tutors held in connection with the 
new- scheme, began in January, with Dr. Agatha 
Bowley as senior lecturer and Miss J. E. Cass (also 
acting as honorary educational supervisor of the 
day nursery) as tutor. A part-time medical 
assistant and two assistants in educational research 
have also been appointed. 

The children in the nurseries and the nursery 
school will be the subject matter for the research 
and if possible babies and young children in the area 
who do not attend them, and it is hoped thus to 
evaluate the advantages and drawbacks of the 
various types of provision. 

The research may, as a long-term policy, be 
extended to a follow-up of the children concerned, 
through their school life until, as adolescents, they 
may become members of the Youth Centre in the 
Harmsworth Memorial Playground on_ the 
Foundling site. 


Marriage Guidance 


The Report of the Departmental Committee on 
Grants for the Development of Marriage Guidance 
provides an interesting new example of the scope 
and value of purely voluntary enterprise leading, 
after its pioneer stage, to recognition and financial 
support by central and local government. 

The Committee has recommended that the three 
organizations mainly concerned—the National Mar- 
riage Guidance Council, the Catholic Marriage 
Advisory Council and the Family Welfare Associa- 
tion—should be given Government grants, and that 
in the setting up of local centres Local Authorities 
shall be empowered to give help under Section 136 
of the Local Government Act, one half of. any 
expenditure so incurred being recoverable from the 
Government. 

It is further recommended that the three organiza- 
tions should join together to devise schemes for 
selecting and training Marriage Guidance Counsel- 
lors, and that they should appoint nine representa- 
tives to a training body to be set up, with a Chairman 
and two other members appointed by the Home 
Secretary, one member appoirited by the Minister 
of Health and one by the Minister of Education. 
The whole cost of training, during an experimental 
period of five years, should, it is considered, be 
borne by the Government. 
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Children Act, 1948 


The Advisory Council provided for in Section 43 
of the Children Act has now been appointed by the 
Home Secretary. Its members are as follows: 

Professor Alan Moncrieff (Chairman), Lady 
Allen of Hurtwood, Dr. Muriel Barton Hall, 
Mr. R. Beloe, Miss S. C. Bertie, Mrs. F. M. 
Brown, Mr. P. B. Dingle, Mrs. K. W. Jones- 
Roberts, Mr. P. T. Kirkpatrick, Mrs. G. R. 
Morrah, Miss L. M. Rendel, O.B.E., and the 
Hon. David Smith. 

On the Council will also serve departmental 
representatives of the Home Office and the Ministries 
of Education, Health, and Labour. 


Mental Health in South Africa 


The Report of the South African National 
Council for Mental Health for the year ended 
March 3i1st, 1948, describes a year of vigorous and 
expanding activity on the part of the Central Office, 
and of its local Mental Health Societies—in Durban, 
Pietermaritzburg, Cape Town, East London, Port 
Elizabeth, and Johannesburg. In addition to other 
forms of mental health work, it is interesting to note 
that all these Societies are responsible for Psychiatric 
Clinics. In Johannesburg theres an old-established 
Occupation Centre for boys, and one for younger 
children is planned. A seventh Society was founded 
in Bloemfontein in March, 1948, which gives good 
promise of rapid progress. 

In its survey of the field, the Report notes the 
following subjects: Occupational Therapy, Training 
of Mental Nurses and Social Workers, institutional 
accommodation for Mental Defectives, the lack of 
suitable mental tests for non-European children, the 
Inter-Departmental Committee on ‘‘ Deviate ”’ 
Children and the Bill for the education of children 
who are handicapped, the shortage of mental 
hospitals and the need for bringing private mental 
homes under the Mental Disorders Act. 

An accompanying leaflet refers to public apathy 
as being the greatest enemy of the Mental Health 
Movement, but the fact that street collections in 
93 places throughout the Union produced the sum 
of £1,488 shows that the existence of the Movement 
must now be widely known, and demonstrates that 
some response to its needs can be evoked. 

The National Council’s Organizing Secretary is 
Miss Una Fischer, and its postal address: P.O. Box 
2587, Johannesburg. 


Music in Mental Hospitals 


In a recent issue of The Hospital there is an 
interesting report of some preliminary experimental 
work undertaken at Warlingham Park Hospital, for 
the purpose of ascertaining the value of music as a 
method of group therapy. To a selected group of 
patients—consisting of manic-depressives and schizo- 
phrenics with a few neurotics and psychopaths— 
various types of gramophone records have been 
played and discussed over a period beginning in 
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July, 1947. The results are recorded as follows: 


** Romantic ’’ music often produced emotional 
release but did not tend to facilitate group cohesion; 
serious contemporary music brought repressed 
emotional forces into consciousness, in the case of 
some inhibited schizophrenics, classical music 
appeared to give a greater feeling of security; but 
quite the most effective music for increasing the 
harmony of the group proved to be traditional and 
folk songs from different countries. 

“*This music, based,on the most deep-seated 
human and cosmic relationships, strikes a universal 
chord: which binds people together, whether they 
are normal or emotionally disturbed.”’ 

It is interesting to note that, despite popular 
ideas, programmes of purely sedative music given 
at bedtime in the hope of quietening refractory 
patients, merely bored and irritated them—some- 
times even leading to fighting! Mixed pro- 
grammes, however, were appreciated, : producing 
temporary beneficial effects on moods although no 
noticeable ones on sleep. 

The article concludes with an account of the 
service offered by the Council for Music in Hospi- 
tals. Particulars of this may be obtained from the 
Organizer, Miss Sheila McCreery, 20 Deering Road, 
Reigate, Surrey, who also has for disposal a few 
copies of the report on the Warlingham Park 
experiment reprinted from The Hospital. A stam- 
P addressed envelope should accompany applica- 
ions. 


An American looks at English Mental Hospitals 


An interesting survey of sixteen Mental Hospitals 
in this country made in’ the summer of 1947 by 
Dr. Dallas Pratt has been circulated by the National 
Mental Health Foundation, Philadelphia. (Dr. 
Pratt’s article on American Mental Hospitals 
(Mental Health, Vol. VIL, No. 2) will be remembered 
and should be read in this connection.) Here he 
has roughly assessed the progress attained by the 
hospitals visited, classified less than a quarter as 
** progressive ’’, more than half as ‘‘ average ’’ and 
a quarter as ‘‘ backward ’’. Judged by the same 
standard he would say that in America one-half to 
three-quarters of the State Hospitals were ‘‘ back- 
ward.”’’, most of the rest ‘‘ average ’’, and ‘‘ very 
few indeed ”’ could be considered as “‘ progressive ”” 
His findings are most clearly set out under various 
heads, and some of the many interesting comparisons 
made are as follows: 

In England, expenditure on maintenance is about 
50 per cent. higher than in the States, and the 
minimum rates are twice as high as their lowest. 

In America the care of patients in the wards is 
largely in the hands of untrained and often ignorant 
attendants, the proportion of graduate nurses to 
patients in 1946 being only 1 to 143, whereas it has 
“* apparently not occurred to the British that the 
nursing care of the mentally ill could conceivably 
be entrusted to anyone except a nurse ”’. 

Mental Hospitals in America are usually much 


larger than those in England, i.e. containing an 
—- of 2,658 beds as against our own average of 

Dr. Pratt, in recording his impressions of the 
wards in the hospitals visited, notes the atmosphere 
as being ‘‘ that of a home-y old fashioned boarding- 
house ’’ with ‘* gleaming wood and brass testifying 
to the English passion for polishing and the 
omnipresent vases of fresh flowers to their devotion 
to gardening ’’. He was specially struck by the 
fact that the disturbed wards were (apart from the 
patients) indistinguishable from the others, with 
the same quantity of exposed glass, furniture, 
pictures and flowers. Compared with American 
hospitals, Dr. Pratt refers to the general impression 
of observers that English hospital patients are > less 
disturbed, which is sometimes attributed to the 
phlegmatic British temperament. He suggests, 
however, that: 

** the less disturbed character of English refractory 
wards is owing rather to a combination of: intelli- 
gent and humane nursing care; the frequent use of 
occupation and recreation (particularly out-of-doors. 
activity); the absence of mechanical restraint and 
other violent methods; and finally, active physical 
treatment, including shock Te and, in some 
hospitals, prolonged narcosi 

Besides Mental Hospitals, nai are sections of 
the survey dealing with certain neurosis centres, and 
with public relations. 

Dr. Pratt states at the outset that his survey was 
intended to be nothing more than ‘‘a friendly 
gathering of information and impressions, an effort 
to learn about advances in care and treatment, and 
a mutual sharing of problems ’’. But the facts and 
figures assembled in it give such a clear picture of 
the present position that it will be read with profit 
and interest on both sides of the Atlantic. 

Copies may be obtained from Messrs. H. K. Lewis 
& Co. Ltd., 136 Gower Street, London, W.C.1 
(price 3s. 6d.) or direct from the National Mental 
Health Foundation, 1520 Race Street, Philadelphia, 
Pa., U.S.A., price $50: 


Occupation Centres and Parents 


The importance of interesting parents in the 
training of their children who are attending an 
Occupation Centre is an axiom which cannot be 
stressed too often, and we are glad to call attention 
to a successful enterprise with this end in view. 

The East Leeds Occupation Centre has formed a 
Parents’ Association which holds a monthly meeting 
on the Centre premises. To it, fathers as well as 
mothers gladly come, and ‘every effort is made to 
encourage their taking an active part in the pro- 
ceedings, e.g. by proposing votes of thanks. Speakers 
have included the Medical Superintendent of the 
local Mental Deficiency Colony, and a local Magis- 
trate. The meetings also afford an opportunity 
for the staff and parents to discuss individual 
problems connected with the children, as time for 
social intercourse is always allowed. 
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Book Reviews 


Principles and Practice of the Rorschach Test. By 
Dr. W. Mons. Faber & Faber Ltd., London. 
pp. 164. 12s. 6d. 


In common with other pioneer Rorschach workers 
in this country, Dr. Mons learnt the hard way, 
teaching himself by reading, experience, “and 
comparison of notes with colleagues. With his 
own past tribulations in mind he sets out to smooth 
the path of beginners in this complex method of 
personality assessment, and does so with much skill. 

Unlike intelligence tests in which answers are 
scorable as correct or incorrect, there is in the 
Rorschach test no such measure of success or 
failure; indeed, in the latter a response of adverse 
significance in one record might be considered of 
positive value in the total personality pattern of 
another type. The test material consists of stan- 
dardized inkblots upon ten cards, of which five are 
in monochrome and the rest partly or wholly 
coloured. To these the testee is asked to give his 
percepts, which are then scored in relation to loca- 
tion, to determining perceptual factors, to their 
content, and to the popular or original nature of 
things seen. Assessment depends upon the quan- 
titative and qualitative interrelation of components, 
together with the clinical estimation of the material 
presented. There are thus involved measurable 
factors which can be matched against norms, so 
disciplining the tester’s approach; also the no less 
important analysis of conscious and unconscious 
themes apparent in the content of responses. A 
combination of both modes of assessment—of 
science and art—is essential if the Rorschach test 
is to produce a full and accurate picture of an 
individual personality with its effective and latent 
powers, personal trends and stresses, strength, 
weakness, mechanisms of defence, and other 
characteristics. : 

To producé a simple handbook on so elaborate 
a diagnostic instrument is a formidable task. 
Dr. Mons’ courage is especially worthy of honour 
because, as noted in the preface, his book was 
compiled during the war, on active foreign service, 
having ‘‘ neither textbooks at hand nor access to 
my notes stored in England’. It is an amazing 
feat to have produced so good a book under such 
conditions, with only a rare slip for lack of references. 
Dr. Mons modestly describes his work as an 
introduction to more advanced studies, but in 
addition to describing the mechanism of the test, 
he puts forward a number of original views and 
interesting suggestions upon the basis of a very wide 
range of cases. Besides adult work, Dr. Mons has 
given the Rorschach test to over a thousand children 
of ages between 4 and 16 years, an experience 
probably unique in this country. It is to be hoped 
that he will later find time to publish his norms for 
various ages. 


This book is admirably practical in plan and 
content, with excellent advice upon methods of 
recording. A chapter entitled ‘‘ The Practice of 
the Test ’’ supplies a long-felt want in setting the 
student on the right road, while later chapters on 
scoring and assessment are clearly set out and 
exemplified. The significance of separate signs in 
the various categories are lucidly described, with 
the use of familiar modes of reasoning and examples 
from everyday life to illustrate points which are 
further demonstrated by case records. It may be 
that too great stress is laid upon isolated signs as 
diagnostic factors instead of upon the balance of all 
factors in the total record; it may be that some of 
Dr. Mons’ opinions will be challenged; but any 
criticism should be far outweighed by appreciation, 
with respectful congratulations to the author on 
producing the first British textbook upon the 
Rorschach method. T.A, 


Outlines of Law for Social Workers. By A. C. L. 

. Morrison, C.B.E., and E. L. Thackray, LL.M., 

with chapters by other contributors. Butter- 
worth & Co. Ltd. 10s. 6d. 


A handbook on this subject bringing up to date 
the facts about current social legislation, has been 
hopefully anticipated by the bewildered social 
worker, faced with the rapid changes of the last 
twelve months which have swept away so many 
familiar landmarks. Pre-existing reference books 
are obsolete and pre-existing Acts of Parliament so 
transformed that they can no longer be used ‘as 
reliable sources of information but have become 
merely confusing. 

Such a book has now appeared, and its twenty 
chapters deal with legal knowledge of a kind which 
experience shows is most needed by the social 
worker. These include: Adoption, Juvenile 
Employment, Hire Purchase, Landlord and Tenant, 
Loans and Debts, Husband and Wife, National 
Assistance, Social Insurance, Family Allowances, 
and the Health Service. . 

The present reviewer, however, is concerned 
chiefly with the chapter on ‘‘ Lunacy and Mental 
Deficiency ’’, and this is—it must be confessed— 
disappointing. We realize that the subject is so full 
of technical complications that, if only five pages 
are to be allotted to it, no really satisfactory treat- 
ment is possible; moreover, difficulties inevitably 
arise from the attempt to deal in one and the same 
chapter, with mental defect and mental disorder. 
We would specially urge that in a subsequent 
edition the terms used for distinguishing between 
these two conditions are revised, for, although no 
doubt the author himself clearly realizes the distinc- 
tion, the impression he leaves with the reader is 
that the determining factor is whether or not a 
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patient is under 18. It is, of course, true that a 
diagnosis of mental defect cannot be made if no 
evidence is forthcoming as to its existence before 18, 
but it is emphatically not true that under that age 
mental disorder (as distinct from mental defect) 
cannot occur, and it is this implication which will 
inevitably be understood by the uninitiated. More- 
over, the phrase ‘‘ those who have lost their mental 
faculties ’’ is unscientific and inadmissible. 
May we also suggest that in a new edition, more 
emphasis is laid on the duty of Local Authorities 
to provide defectives under supervision in their 
own homes, with training and occupation? This 
is referred to in the introductory paragraphs, but 
no mention is made of Occupation Centres or Home 
Teaching, though it is these things about which a 
social worker is sure to be questioned in her contacts 
with the parents of defectives. The necessity of 
obtaining the consent of the parent (except in cases 
of flagrant neglect) before a defective can be sent 
to an institution, is another important point on 
which a social worker should be able to give 
assurance, and this is also omitted. A.L.H. 


Voluntary Action. A Report on Methods of Social 
eT By Lord Beveridge. Allen & Unwin. 


At a time when the State is taking more and more 
responsibility for the provision of man’s basic 
needs, people are asking what place there is for the 
voluntary—i.e. the privately governed and con- 
trolled—social services. Lord Beveridge, in his 
Report, gives an authoritative answer to this 
question. The Report is all the more opportune 
because of the danger that Government Depart- 
ments, whilst paying lip service to the continued 
need for voluntary organizations, may not always 
be ready to provide that help and encouragement 
by which alone these organizations can continue 
to exist, or to safeguard their freedom and indepen- 
dence. 

The Report analyses voluntary action under two 
headings related to the motive underlying it—first, 
mutual aid for providing security against mis- 
fortune, and second, the philanthropic motive 
resulting from a social conscience unwilling to make 
a separate peace with social want, disease, squalor, 
ignorance and idleness whilst retreating into 
personal prosperity. 

Part I is concerned with the mutual aid motive 
in action, as expressed in Friendly Societies from 
their beginnings in 1555. Despite the new Social 
Insurance Scheme, Lord Beveridge sees a need for 
their continued existence to supplement and com- 
plete the scheme. 

Part Il—perhaps the most interesting to social 
workers—deals with Voluntary Social Service 
inspired by the philanthropic motive. This section 
deals with a great variety of organizations, showing 
the way in which many of them have developed to 
meet the needs of a changing social structure. 


Particularly striking in this connection is the 
evolution of the Charity Organization Society with 
its emphasis on the giving of material aid, into the 
Family Welfare Association concerned with the 
many tangles of human life, and providing personal 
service and guidance in all kinds of problems many 
of which have nothing to do with financial difficulties. 

Many instances are given in the Report of 
co-operation between Voluntary Bodies and Central 
or Local Government, and two chapters are devoted 
to some of the many needs which statutory social 
services fail to meet—e.g. those of the aged, the 
physically handicapped, the unmarried mother, 
the overworked housewife. 

Emphasis throughout the Report is laid on the 
continued need for voluntary action to initiate new 
enterprises, to supplement State action, to maintain 
freedom and independence, and to co-ordinate 
social services of all kinds: 


“The capacity of Voluntary Action inspired by 
philanthropy, to do new things is beyond question. 
Voluntary Action is needed to do things which the 
State should not do, in the giving of advice or in 

organizing the use of leisure. It is needed to do 
things which the State is most unlikely to do. It is 
needed to pioneer ahead of the State and to make 
experiments. It is needed to get services rendered 
which cannot be got by paying for them.”’ 


Voluntary Action, however, depends on an 
adequate supply of both finance and service. Lord 
Beveridge devotes a whole chapter to Charitable 
Trusts, but maintains that Voluntary Action should 
depend neither on ‘‘ endowments from the past ”’ 
nor on ‘‘ favour from the State’’. New methods 
of obtaining small sums of money from the many, 
rather than large sums from the few, must be 
explored, and opportunities of service must be made 
for those with only a limited amount of leisure. 

In his Preface, Lord Beveridge promises us a 
supplementary volume to be entitled ‘* The Evidence 
from Voluntary Action ”’ containing the memoranda 
on which the present Report has been ne a 


Goodwill in a Great Society. By Arthur Radford, 
Professor of Social Administration, University 
of Nottingham. Published by the National 
Council of Social Service, 26 Bedford Square, 
W.C.1. 19 pp. 2s. 


In a short but very comprehensive pamphlet, 
Professor Radford describes the revolution which 
in the past forty years ‘‘ has turned from assistance 
to insurance and from insurance to assurance ”’, 
and the fundamental change with which the people 
of this country to-day view the social services. The 
increase in social legislation has come, he says, not 
through one particular party or group, not through 
one particular election, but because the community 
in general wants to be well educated, to have good 
health and to be insured “‘ from,the cradle to the 
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The distinction between statutory and voluntary 
bodies, he points out, is in many respects a narrow 
one, for both come into existence because of the 
will of the people and because of a sense of responsi- 
bility. 

** The springs of action creating voluntary and 
statutory bodies in a society which is generally 
aware of its responsibilities, are identical. 

** Even in one small village to-day, there seems 
to be a difficulty in distinguishing between the 
personnel concerned with statutory activity and the 
personnel interested in voluntary work. 

** There is no place for a battle of principle on 
statutory versus voluntary action.’’ 

Even in the Statutes themselves—for health, for 
the aged, for the young, there are definite injunctions 
to statutory bodies to associate themselves with 
voluntary bodies, and the ever-increasing need for 
voluntary workers to implement the new legislation 
is proving a great tax on people of good will. 

D.C.K. 


Maternity in Great Britain. A Survey of Social and 
Economic Aspects of Pregnancy and Childbirth 
undertaken by a Joint Committee of the Royal 
College of Obstetricians and Gynaecologists 
and the Population Investigation Committee. 
Commonwealth Fund. London: Geoffrey 
Cumberlege. 12s. 6d. 


Here is a comprehensive study of nearly 14,000 
cases of births during the week beginning March 3rd, 
1946. The enquiry was sponsored by the Joint 
Committee of the Royal College of Obstetricians 
and Gynaecologists and the Population Investigation 
Committee, under the chairmanship of Professor 
James Young. 

Antenatal supervision, the places of confinement, 
and care during confinement, the relief of pain in 
childbirth, postnatal examinations, infant welfare 
centres, and the cost of childbearing, are discussed 
in considerable detail. There are chapters on 
prematurity, infant feeding, the expectant mother 
in gainful occupation, help in the house, illegitimacy, 
and a list of recommendations. 

Those who are interested in the emotional 
attitude of mothers to their maternity problems will 
find little to encourage them. No reference is made 
to the fact that psychiatric problems can precipitate 
psycho-somatic complaints. The social work is 
well carried out but underlines the need of a total 
approach to the problem such as that of the 
researchers who are engaged on a four-year investiga- 
tion of cognate problems in Aberdeen. The 
mother’s attitude of mind:to her coming child, and 
her handling of it in the first year of life play a very 
large part in character formation. It is disappoint- 


ing that this side of the work should have been 
left out. 
Nevertheless, this excellent survey will be a mine 
. of information for a long time to come for those 
whose function it is to handle our maternity and 
_ infant welfare services. 
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The Psychology of Behaviour Disorders. A Bio- 
social tation. By Norman Cameron, 


M.D., Ph.D. Houghton Mifflin & Co. 


London: H. K. Lewis & Co. Ltd. 25s. 


This important textbook is a very good example 
of progressive trends in American psychiatric 
thought. The author seeks to bring psychiatry and 
general psychology into closer connection and to give 
a psychological basis to psychiatric practice. His 
aim is to provide, for the understanding of behaviour 
disorders, a foundation similar to that offered by 
physiology for general medicine. His approach is 
dynamic and holistic, refusing to accept any simple 
dichotomy of psyche and soma and insisting on the 
totality of the situation—psyche—soma—environ- 
ment-culture. ‘‘We begin with a_ bio- 
logical organism operating in and by means of a 
social environment ’’; Cameron calls this approach 
** biosocial ’’, since the organism’s biology is made 
to operate socially ‘‘ in terms of other needs, other 
interests as well as his own’. This outlook, 
whilst owing a great deal to Adolf Meyer, is also 
derived from the -work of the Gestalt school, 
K. Lewin, H. A. Murray and his associates. 

It follows that his definition of abnormal behav- 
iour will be a social one: ‘* an individual who was 
otherwise in good health (growing) seriously or 
progressively ineffectual as a social peérson’’. 
Mental health is seen in terms of good and effective 
interpersonal relations. Yet the relativity of this: 
concept of mental health is also stressed in the 
statement ‘that abnormal behaviour is ‘* behaviour 
socially inappropriate in terms of the prevailing 
cultural norms ”’. 

The first six chapters are concerned with an 
analysis of behaviour, based on the definition of 
personality as ‘‘ the organization of interlocking 
systems that each of us develops through learning 
processes, as we grow from a biological newborn 
to a biosocial adult, in an environment of other 
individuals and cultural products’’. Biological 
factors are considered important, only, in their 
manner of operating socially. The emphasis is on 
the learning nature of biosocial behaviour. Thus 
the important formative influence of early childhood 
experience is due to the fact that techniques of 
behaviour learnt in relation to the mother are 
transposed to equivalent situations outside the home, 
and, in spite of being often socially unsuccessful 
and personally disastrous, they are not replaced 
by better ones. Adolescence is also stressed as a 
second period when behaviour trends can be 
altered. The nuclear conflict of adolescence is 
likewise described in terms of social ‘‘ presses °’, 
the adolescent having to live according to a double 
standard, the standard of his parents’ generation 
and that of his peers. 

In these chapters, three important aspects of 
personality organizations are described. First, 
** role taking ’’; and Cameron shows how through 
role taking the individual acquires insight into the 
social attitudes and perspectives of others, and at 
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the same time gains an impartial view of his own 
behaviour. The important point is made that 
‘* individual differences in ease and adequacy of 
shifting from one social role to another, in phantasy 
or discussion, seem to underline differences in 
individual susceptibility to some kinds of behaviour 
disorders ”” 

Secondly, the nineteenth-century instinctual 
approach to the —e, is discarded in favour 
of a system of ‘‘ needs’; a need being defined as 

‘a condition of unstable ie disturbed equilibrium 
in an organism’s behaviour, appearing typically as 
increase or protracted activity and tension ’’. The 
point is made that because of conditions and 
traditions of group living, indirect or substitute 
satisfaction of needs plays a very prominent role 
in biosocial behaviour. The frustration of needs, 
by delay, thwarting or conflict, is the main stress 
which leads to behaviour disorders. 

Thirdly, various mental mechanisms, as identifica- 
tion, rationalization, projection, etc., are treated as 
** basic adjustive techniques ’’ and are linked with 
the frustration of needs. These basic adjustive 
techniques are defined as ‘* those habitual methods 
which human beings in our society use in overcom- 
ing, avoiding, circumventing, escaping from, or 
ignoring, frustration and threats’. The individual 
susceptibility to behaviour disorders is related to 
the kind of adjustive techniques he uses, the ade- 
quacy of these, and the ways in which he utilizes 

m. 

The remaining two-thirds of the book are devoted 
to a description of the clinical behaviour disorders, 
and express the current dissatisfaction with the 
orthodox Kraepelinian system of classification. The 
plan for each chapter is the same: a clinical picture 
followed by aetiological considerations under two 
headings—‘‘ The biosocial basis”’, i.e. ‘* from 
what characteristics of normal behaviour does the 
abnormal develop ?’’; and ‘* The biosocial deter- 
minants ”’, i.e. ‘‘ what determinants are there which 
seem to favour the development of this particular 
abnormality in this individual ?’’ It is the presence 
of these two questions which gives the book its 
particular flavour. 

It is to be regretted that in support of many of 
the generalizations few objective data are given. 
Some of the concepts, e.g. ‘* social maturity ’’, need 
greater analysis and characterization. Further 
thought should be given to a more adequate system 
of ‘‘ needs ’’, particularly to those needs which are 
culturally determined. It is surprising to see so 
many pages devoted to hysteria (with little analysis 
of the factors producing the altered clinical picture 
of the last fifty years), and so few to the psycho- 
somatic disorders which are. surely biosocial 
disorders par excellence. In general, however, the 
author explains his point of view well and clearly. 
The attempt to place the patient in his total biosocial 
situation is successful. This book will undoubtedly 
help the student in his approach to the patient. 


P.M.T. 


Emotional Problems of Living. By O. Spurgeon 
English, M.D., and Gerald H. J. Pearson, M.D. 
Geo. Allen & Unwin. 1947. pp. 438. 16s. 


This book is apparently a sequel to an earlier 
publication on Common Neuroses of Adults and 
Children. It purports to uncover the sources of 
neurotic behaviour so that ‘‘ we may learn to avoid 
destructive emotional conflicts ’’, and is based on 
the Freudian concept of character formation. 
Much of it is addressed to young physicians and 
students, but it is meant also for the laity. And, on 
the whole, the authors live up to the publishers’ 
specifications. 

There is, however, a certain elusiveness about the 
Freudian presentation. The references to ‘‘ trans- 
ference ’’ are somewhat evasive and the account 
of the unconscious could have been more adequate. 
The Oedipus Complex, in particular, is dealt with in 
a superficial manner. The authors apparently 
believe that neuroses are becoming rarer and that 
their place has been taken by ‘‘ character-neuroses ”’ 
In this connection they quote the view that the 
alleged change in clinical manifestations is due to a 
change in parental attitudes from over-severity to 
over-indulgence. This is a questionable proposition 
which is in any case contradicted by their own 
observations of environmental influences. 

The bulk of the book deals with the development 
of the personality during the successive periods of 
life up to maturity. And so long as the authors 
deal with infancy and early childhood, they take 
a sensible enough standpoint, allowing for a little 
overstress of environmental factors. Their view 
of American parents may, however, be true; what 
they relate of maternal callousness, cruelty, crazy 
fastidiousness, nagging, superstition and neglect 
of sexual instruction, certainly sounds Early 
Victorian. 

When, however, they come to consider the later 
phases of childhood and youth, sexuality and 
marriage problems, the authors’ views become just 
a little flatulent, as indeed do the views of most 
clinical psychologists when dealing with the everyday 
problems of adult life. As far as middle and old age 
is concerned, the position seems to be that the 
American has made his pile at 50 or 55 but doesn’t 
know what to do with himself. He then talks too 
much, becomes a nuisance to his family and may 
have to be sent to an institution. Here doctors 
can help the family over any little hesitations, 
etc. 

There is a curious section on the method of taking 
case histories, and it is not altogether a coincidence 
that the style of the book itself is unnecessarily 
prolix. Nevertheless, and despite the above com- 
ments, it is a good book of its kind, more suitable 
perhaps for the lay worker than the psychiatric 
student. Considering the number of unsatisfactory 


text books on characterology and the general 
haziness regarding psychological principles which 
characterizes them, this is high praise. E.G. 
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Conquer Fear. By John Langdon-Davies. Feature 
Books Ltd., London, 1948. pp. 173. Ss. 


This little book, by an experienced popular 
writer on science and on contemporary problems, 
will contribute something to mental hygiene. It 
has been read by the reviewer in as naive a frame 
of mind as possible to try and find the places that 
might jar. There are not many, despite my prejudice 
against the slightly self-conscious baby-language 
which is now so general with popular educators, 
editors of news-letters to the staffs of large enter- 
prises and so on. Mr. Langdon-Davies “ gets 
across ’’ with his sincerity and his skill in stating 
psycho-arfalytic doctrine in a frank and warmly 
human way. 

Personality development and social climate are 
well integrated into his doctrine of causation of 
** fear-sickness ’’. Instead of case-notes he uses 
a mass of letters from nervously distressed people 
as his text upon which to preach. He quickly 
attacks the fallacy of attributing our ills solely to 
the economic system, and takes the reader a con- 
siderable distance into the field of inter-personal 
and group relations. He points to the dangers of 
using mere superficial knowledge about ‘‘ unhappy 
childhood experiences ’’ as an alibi for failure and 
defeatism in anxiety states. 

The commentary on these poignant human 
documents, which the author intersperses, is of 
Variable quality. At times one becomes rather 
acutely aware of his lack of psychiatric training, 
and moreover of a certain ambivalence about 
doctors and psychiatrists. Thus, in commenting 
on a letter written most probably by a woman with 
a severe reactive depression with depersonalization 
and hallucinatory experiences, he confidently 
diagnoses schizophrenia but advises ‘‘ three months’ 
complete rest ’’ and ‘‘ probably treatment ”’ in his 
reply to her (p. 30). 

Mr. Langdon-Davies knows psycho-dynamic 
theory well and simplifies it to good purpose. Its 
integration with medicine is less well done, and the 
popular reader will almost certainly be left with the 
impression that the two are practically unrelated, 
especially as he uses the word ‘‘ doctor ’’ to describe 
persons who are-on the whole only capable of 
excluding organic disease. Even though he may 
be often right, it is doubtful policy to undermine 
further the confidence of patients in their practi- 
tioners, the younger generation of whom are fast 
learning something about psychiatry and will be 
better taught. 

Mr. Langdon-Davies advocates a kind of Déjérine 
method of persuasion technique for self-help in the 
chapter on ‘‘ The Cure of Fear-sickness’’. This 
may work in the upper intelligence levels but 
presupposes probably more capacity for insightful 
detachment than the person at or below the median 
is capable of. 

A last query concerns p. 166. Here the author 
stresses the need for parents to refrain from stimulat- 
ing their children’s sex feelings by excessive physical 


HEALTH 85 
affection. In so doing he runs the risk of throwing 
out the baby with the bath-water. There is probably 
more danger from taboos on tenderness than from 
smothering affection, and the puritan, anti-sensual 
tendencies of our culture may be given unintentional 
aid and comfort through a perfectly correct piece 
of observation wrongly emphasized. 
These points of critique notwithstanding, this is 
a sound, humane and enlghtening book, perhaps 
the best the reviewer has met, to recommend to 
interested persons. The last chapter, on mental 
hygiene of family life, is especially good. One 
wishes that Mr. Langdon-Davies had enlarged it 
to include the discussion of the needs of older 
children. H.V.D. 


* 


Rising Twenty. By Pearl Jephcott. Faber. 8s. 6d. 


In this book Miss Jephcott, author of Girls 
Growing Up, gives us a picture of 100 ordinary 
working-class girls in three very different parts of 
England. The one thing they have in common is 
that at the time of the study they were all over 17 
and under 21. From the girls themselves the 
author has learned about the interests and thoughts 
of adolescents between the ages of 14 and 20, and 
the results of this study are very revealing. 

On the whole the girls, though limited in outlook 
and abilities, were good-hearted and kindly, their 
chief virtue being generosity and a thoughtfulness 
for younger children. Their lives provided very 
little in the way of resources for enjoyment and their 
experience tended to be extremely narrow. It was 
found that the girls were inclined to adopt a fixed 
pattern of weekly activities at a very early age and 
this pattern changed very little as they grew older. 
Another outstanding feature was the extent to which 
the girls continued to be influenced by their homes 
although they were going out to work, and the real 
affection and concern they maintained for their 
families. 

One would judge from this book that work to 
these girls was merely a stop-gap until they got 
married and that most of their thoughts and 
activities were directed to this end. Many of the 
girls expressed a desire for ‘‘ fuller and clearer 
information about sex’’. Miss Jephcott says that 
the ‘‘ approval of these highly critical readers ’’ of 
the booklets put out by the British Social Hygiene 
Council would ‘‘ rejoice the heart of the Council ’’. 

There appears to be a marked indifference to 
further education in this section of society. ‘* Two- 
thirds of the hundred girls ’’ had had no formal 
education after leaving school and the number 
actually attending classes was about a dozen. Most 
of their reading seems to have been confined to the 
cheaper magazines and books from the 2d. library, 
but there was ‘‘a widespread interest in letter 
writing ”’ 

The general impression one gets after reading © 
this book is that the life of the average working-class 
girl is drab and narrow and that something should 
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be done to enrich it. Miss Jephcott points out, 
however, that ‘* no one solution will meet the needs 
of people so diverse in background and so varied 
in ability and character ’’. She maintains that, 
although the bodies which have a professional 
interest in “* youth *’ could all make a contribution, 
“* it is the genuine interest and encouragement of the 
people whom the girl meets day after day that are 
the really powerful factors *” in their lives. ‘‘ If 
formal agencies could do more ”’ she suggests ‘‘ to 
harness the energies of the young adult on the 
adolescent’s behalf, both together could almost 
certainly put a brake on the present squandering 
of enthusiasm and ability and the consequent 
disillusionment of so many youngsters ”’. 
C.H-S. 


Sex Variants. A Study of Homosexual Patterns. 
By George W. Henry, M.D., with sections 
contributed by Specialists in particular fields. 
Sponsored by Committee for the Study of 
Sex Variants, Inc. One-volume edition, illus- 
trated. Paul B. Hoeber, Inc. Medical Book 
Department of Harper & Brothers, London 
and New York. Distributors in England: 
Hamish Hamilton. 40s. 


This bulky volume of 1,128 pages is the result of 
a study sponsored by the Committee for the Study 
of Sex Variants in the U.S.A. The first 1,020 pages 
cover the case histories of eighty volunteers. The 
foreword by the Chairman of the Executive Com- 
mittee suggests that there is a tendency on the part 
of many scientifically-trained persons to avoid 
frank consideration of sex problems. No conclu- 
sions are given, and it is suggested that the material 
should be a basis for our own conclusions. 

The preface refers to the problem of homosexuality 
in the American Armed Forces and the practice of 
dishonourable discharge which involved the loss 
of ‘‘ rights of citizenship, the right to vote, to belong 
to any organization of veterans or to receive any 
of the rewards which are granted to those who have 
served honourably ’’. This method was not used 
frequently, but the main type of discharge did 
involve forfeiture of G.I. benefits, was a fairly 
effective bar to many forms of civilian employment 
and “‘ carried a real social stigma, especially in a 
small community’’. Since the war, however, 
homosexuality was being looked upon more as a 
symptom of some emotional illness. 

It is about forty years since Havelock Ellis’s 
Studies in the Psychology of Sex was published in 
England and the publisher arrested for publishing 
it. He was accused of ‘‘ having unlawfully and 
wickedly published and sold, and caused to be 
procured and to be sold a wicked, bawdy, and 
scandalous and obscene book . . . intending to 
vitiate and corrupt the morals of the liege subjects 
of our Lady the Queen, to debauch and poison the 
minds of divers of the liege subjects of our said Lady 
the Queen, and to raise and create in them lustful 


desires, and to bring the liege subjects into a state 
of wickedness, lewdness and debauchery ”’. 

This volume would, no doubt, have similar things 
said about it, but for the authority and scientific 
sincerity of the committee members whose names 
are given on the flyleaf. 

The case histories certainly do not spare any 
details, and the gynaecological drawings are vivid 
in their layout. The chapter on ‘‘ Impressions ”’ is 
interesting, but it is: disappointing after the first 
1,000 pages to be told that we have to wait for 
another volume for final conclusions. It is some- 
what remarkable that many of the cases should 
prefer the condition and would resent and resist 
any attempt to have their sexual attitudes changed 
by treatment. 

The suggested remedies are that the law should 
be brought to realize that punitive measures are of 
little value, and that experience has demonstrated 
that imprisonment is likely to make the sex variant 
a less desirable citizen by the time his term of 
imprisonment expires. 

But the author concludes by expressing the 
opinion ‘‘ that the condition will continue until 
society provides a new type of institutional treatment 
which compiles the desirable features of occupational 
and psychiatric therapy ”’. 

This book should be useful especially to those in 
the field of mental health whose function it is to care 
for the homosexual who has come under legal 
surveillance and should assist in the differentiating 
of primary from secondary homosexuality. A.T. 


Mental Health and World Citizenship. 


‘* This is the Report of the International Prepara- 
tory Commission of the Congress on Mental Health, 
which met in London last August. The Commis- 
sion, which sat at Roffey Park, Sussex, during the 
fortnight prior to the Congress, comprised . 24 
persons from 10 different countries, representing 
the viewpoints of sociology, psychology, psychiatry, 
social work, anthropology, .political science, philo- 
sophy and theology. This group had available, as 
the raw material for its deliberations, reports from 
300 preparatory commissions, composed of about 
5,000 social scientists, psychiatrists and others, who 
had been working during the preceding year in 
27 countries, in anticipation of the London 
Congress.” 

Copies of the report may be obtained from 
The World Federation for Mental Health, 19 Man- 
chester Street, London, W.1, or from Messrs. H. K. 
Lewis & Co. Ltd., 136 Gower Street, London, 
W.C.1, price 1s. (by post Is. 2d.). 

The summary quoted above is as concise a review 
of this pamphlet as can be given, and we can only 
add to it our strong recommendation to all who are 
interested in the subject—and who cannot be? 
Those who attended the Congress will find it a most 
useful summary of the proceedings; those who did 
not, will find it goes some way to remedy the defect 
of their absence. R.F.T. 
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*¢ Young Children ”’ 

This is the title of a new periodical launched by 
the Nursery School Association, to be published 
quarterly. 

The name of its sponsors is in itself enough to 
ensure the soundness of its policy, and the first issue 
‘is attractively produced and illustrated, including 
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articles on ‘* Water Play ’’, ‘‘ Five Years Old— 
and After ’’ and ‘‘ Linking Home and School ’’. 
Lady Allen of Hurtwood contributes an introduc- 
tion. 

The annual subscription is 6s., single copies 
ls. 6d. Orders should be sent to the Secretary, 
Nursery School Association, 1 Park Crescent, W.1. 


Film Review 


The Secret Behind the Door. 
Bennett and Michael Redgrave. 
99 mins.) 

Psychiatrists, presumably, are used to strange 
tales from their patients. Sometimes they may be 
inclined to think that nothing about human beings 
will surprise them. There, however, they under- 
estimate the film-writ€r’s imagination, for in The 
Secret Behind the Door there is portrayed a hero 
whose particular pathological foible might well 
startle the most impassive doctor. His hatred of 
his mother, murder of his wife and abnormal 
interest in all historical wife-murders are routine 
in the cinema to-day, but this hero achieves origina- 
lity in his hackneyed role by building on to his 
house rooms that are in every detail the replica of 
ones in which in the past a wife has been murdered 
by her husband. So there are rooms from the 
palaces of Roman Emperors, rooms from the 
French Court as well as rooms from England (and 
the hero’s own house in the middle of all these). 

His second marriage and the discovery by his 
wife of the room which is ready to commemorate 
her death, make a fantastic and unreal tale, though 
one not without excitement. Many have a fancy 
for the macabre and that would be sufficient quali- 
fication for the film. But since this is a film of 1948, 
there must be a psychological explanation as well. 
If this part of the film were a caricature of psychology 
it would be amusing (I thought it was a skit at first 


(Featuring Joan 
8,865 ft. 


and laughed heartily, but that was a mistake). 
Briefly, it all goes back to one unfortunate incident 
at the age of 10, when the hero went to bed and his 
mother promised to come and kiss him good-night 
before going out. But his sister locked the door, 
so his mother did not come in. There was lilac 
about at the time, so although the incident became 
buried in his subconscious, lilac was apt to bring 
on those feelings of wife-murder which the incident 
naturally caused. In the end when the second wife 
filled a large vase with lilac, he realized the connec- 
tion and they lived happily together ever after. 

It is not only psychological themes that are a 
matter of routine in the cinema to-day, but the 
treatment of these themes is beginning to follow a 
set pattern: certain action and certain expressions 
are now certain accompaniments of morbid behav- 
iour on the screen. The look that comes over 
Michael Redgrave’s face when his wife’s unfortunate 
choice of lilac for a buttonhole makes him want 
to kill her is the same expression as Eric Portman 
had in Wanted for Murder when he, too, was driven 
to murder unwillingly. The unseeing walk, distant 
expression, twitch of the hands, together with that 
unmistakable look, make up the psychological 
killer on the screen. The Secret Behind the Door 
runs true to type in all these ways. It is so typical, in 
fact, that it is difficult to recall it clearly, apart from 
the many other films of the same kind. 

P.E.W. 
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Recent Publications 


Books 


SEXUAL BEHAVIOUR IN THE HUMAN MALE. Report 
by Kinsey, Pomeroy and Martin. W. B. Saunders 
Co. Ltd., 7 Grape Street, W.C.2. 

THERAPY THROUGH INTERVIEW. By S. G. Law, M.D. 
London: McGraw Hill Co. 27s. 

PusBLic MENTAL HOosPITALs IN ENGLAND. A SuR- 
veY. By Dallas Pratt, M.D. H. K. Lewis 
&Co. 3s. 6d. 

Srupties In ANALYTICAL PsyCHOLOGY. By Gerhard 
Adler, Ph.D. Routledge & Kegan Paul. 2is. 
CHANGING DISCIPLINES. LECTURES ON THE HISTORY, 
METHOD AND Motives OF SOCIAL PATHOLOGY. 
By John A. Ryle, M.D. Geoffrey Cumberlege, 

Oxford University Press. 12s. 6d. 

(CHANGE OF LIFE IN WOMEN. FACTS AND FALLACIES 
OF MippLe AGE. Delisle, London. 5s. 

HEALTH, THE UNKNOWN. THE STORY OF THE 
PECKHAM EXPERIMENT. By John Comerford. 
Hamish Hamilton. 7s. 6d. 

PRINCIPLES OF VOCATIONAL EDUCATION. THE PRIM- 
ACY OF THE Person. By Franklin J. Keller, 
Principal, Metropolitan Vocational High School, 
New York City. Harrap. 12s. 6d. 

HoMER LANE AND THE LITTLE COMMONWEALTH. By 
E. T. Bazeley. New edition. New Education 
Book Club, 1 Park Crescent, London, W.1. 
7s. 6d. 

OUTLINES OF LAW FOR SOCIAL WORKERS.* By 
Morrison and Thackray. Butterworth. 10s. 6d. 

Epicepsy. Proceedings of 36th Annual Meeting of 
American Psychopathological Association, New 
York, 1946. London: MHeiriemann Medical 
Books. 2ls. 


Pamphlets and Reports 

GoopwiLL IN A Great Sociery.* By Prof. 
Arthur Radford. National Council for Social 
Service, 26 Bedford Square, W.C.1. 2s. 


THE OUTLOOK FOR YOUTH Work. Report by 
L. J. Barnes, Director of Social Training, Uni-., 
versity of Oxford. Published by King George’s 
Jubilee Trust, 166 Piccadilly, W.1. 3s. 6d. 

SociAL WorRK IN THE NEW HEALTH SERVICE. 
Socialist Medical Association, 35 Long Acre, 
W.C.2. 9d. 

AN ARGUMENT THAT MAN Is Free. By Alfred | 
Torrie, M.D., D.P.M. Reprint from The Times 
a Supplement, Prifiting House Square, 
E.C. , 

MENTAL HEALTH AND WORLD CITIZENSHIP.* State- 
ment prepared for the International.Congress on 
aw Health, London, 1948. H. K. Lewis & 
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THE BRAIN-INJURED CHILD. A BOOKLET FOR 
PARENTS. Sunfield Children’s Homes, Clent, 
Worcestershire. 2s. post free. 

STATISTICAL REPORT ON HEALTH OF THE ARMY, 
1943-45. H.M. Stationery Office, Kingsway, 
W.C.2. 20s. 

MINISTRY OF PENSIONS.* 23RD REPORT FOR PERIOD 
Aprit Ist, 1939, TO MARCH 3lIsT, 1948. H.M. 
Stationery Office. 1s. 

MINISTRY OF LABOUR AND NATIONAL SERVICE.* 
REPORT FOR YEAR 1947. H.M. Stationery 
Office. 3s. 

REPORT OF DEPARTMENTAL COMMITTEE ON GRANTS 
FOR DEVELOPMENT OF MARRIAGE GUIDANCE. 
H.M. Stationery Office, Cmd. 7506. 6d. 

THE FUTURE MENTAL HEALTH SERVICE OF NORTHERN 
IRELAND. H.M. Stationery Office, Belfast. 1s. 6d. 

THE EDUCATION OF THE BLIND MENTAL DEFECTIVE. 
By Winifred Langan. . Reprinted from American 
Journal of Mental Deficiency. Obtainable from 
N.A.M.H., 39 Queen Anne Street, London, W.1. 
Price 3d., post free. 

STANDING COMMITTEE ON REHABILITATION AND 
RESEYTLEMENT OF DISABLED PERSONS. Second 
Report. H.M. Stationery Office. 9d. 
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CITY OF BIRMINGHAM EDUCATION COMMITTEE 
Occupation Centre—Appointment of Woman Supervisor 


Applications are invited for the post of Supervisor of an Occupation Centre which will provide fo 
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